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SUPPLEMENT TO DIRECTORY 


original / 
alseroxylon / all the desirable alkaloids of 
India-grown Rauwolfia serpen- 


/ tina, Benth. 


mutually / 
potentiated / 


/ high clinical efficacy because 
action 


/ of interpotentiation of contained 
alkaloids 


freed from / 


undesirable / 
alkaloids / yohimbine-like and other unde- 


/ sirable ‘substances in the 
/  Rauwolfia root are removed 


/ 


virtually no 
serious side / 


actions / when side actions are encoun- 


/ tered, they are notably mild 


especially / 
suitable for / 


A FIRST THOUGHT IN long-term no alteration in patients’ toler- 
HYPERTENSION therapy ance, no chronic allergic toxicity, 

EVERY GRADE... / no latent undesirable actions 

EVERY TYPE 
easy to / 

| prescribe simple regimen—merely two 2mg. 
= tablets at bedtime; for main- 
LOS ANGELES tenance 1 tablet usually suffices. 
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Dosage: 1 tablet 
b.id. or t.i.d., 
adjusted to the 
individual. 


CIBA 


SUMMIT, N. J. 


Serpasil Ritalin Serpatilin 
tranquilizer psychomotor emotional 
stimulant stabilizer 


To induce emotional equilibrium in those who swing from anxiety 
to depression, Serpatilin combines the relaxing, tranquilizing action 
of Serpasil with the mild mood-lifting effect of the new cortical 
stimulant, Ritalin. In recent months, numerous clinical studies have 
indicated the value of combining these agents for the treatment of 
various disorders marked by tension, nervousness, anxiety, apathy, 
irritability and depression. Arnoff,’ in a study of 51 patients, found 
the combination of definite value in a variety of complaints, noting 
no effect on blood pressure or heart rate. Lazarte and Petersen’ also 
found Serpatilin effective in counteracting the side effects of re- 
serpine and chlorpromazine. They reported: “The stimulating effect 
of Ritalin seemed complementary to the action of reserpine... in 
that it brought forth a better quality of increased psychomotor 
activity.” 

1. Arnoff, B.: Personal communication. 2. Lazarte, J. A., and Petersen, M.C.: Personal 
communication. 


Serpatilin Tablets, 0.1 mg./10 mg., each containing 0.1 mg. Serpasil® (reserpine CIBA) 
and 10 mg. Ritalin® hydrochloride (methyl-phenidylacetate hydrochloride CIBA). 


(reserpine and methyl-phenidylacetate hydrochloride CIBA) 
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your allergy patients need a litt 


Plimasin 


(tripelennamine hydrochloride and methyl- 
phenidylacetate hydrochloride CIBA) 


What with sneezing, wheezing and scratching, being 
allergic is fatiguing business. As a result your 
hypersensitive patients suffer from emotional de- 
pression in addition to their allergic symptoms. 


Now, with Plimasin, you can give these patients a 
iift—and obviate sedative side effects. Plimasin is a 
combination of a proved antihistamine and Ritalin 
—a new, mild psychomotor stimulant. Plimasin not 
only relieves the symptoms of allergy but counter- 
acts depression as well. 


Dosage: 1 or 2 tablets every 4 to 6 hours if necessary. 


Tablets (light blue, coated), each containing 25 mg. Pyriben- 
zamine® hydrochloride (tripelennamine hydrochloride 
CIBA) and 5 mg. Ritalin® hydrochloride (methyl-pheni- 
dylacetate hydrochloride CIBA) 


CIBA 


SUMMIT, N.J. 2/2267™ 
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Tablets 


Syrup 


Sterile 
4 Solution 


Upjohn 


Uleer protection 
that 


lasts all night: 


Each tablet contains: 
Methscopolamine bromide 


Average dosage (ulcer): 
One tablet one-half hour before meals, and 1 
to 2 tablets at bedtime. 


Supplied: Bottles of 100 and 500 tablets 


Each 5 cc. (approx. 1 tsp.) contains: 
Methscopolamine bromide 


Dosage: 
1 to 2 teaspoonfuls three or four times daily. 


Supplied: Bottles of 4 fluidounces 


Each cc. contains: 
Methscopolamine bromide ................... 1 mg. 


Dosage: 
0.25 to 1.0 mg. (14 to 1 cc.), at intervals of 6 to 8 
hours, subcutaneously or intramuscularly. 


Supplied: Vials of 1 cc. 


TRADEMARK, REG. U.S. PAT. OF UPJOHN BRAND OF METHSCOPOLAMINE 


The Upjohn Company, Kalamazoo, Michigan 
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No evidence of irritation after introduction 
of Johnson’s Baby Shampoo into 
conjunctival sacs of rabbits three 

times daily for 15 days. 


nonsensitizing, hypoallergenic 
* combats scaling, crusting, cradle cap 
* cleanses thoroughly—rinses completely 


SHAMPOO 
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help assure optimal nutrition 
during gestation...throughout lactation 


vitamin-mineral combination 


You can help assure optimal nutrition in your patients during pregnancy 
and lactation by supplementing their diet with NATABEC Kapseals. 
Designed to improve intake of important vitamins and minerals at these 
times of increased nutritional need, NATABEC Kapseals, taken regularly, 
help avoid complications and aid in safeguarding the health of both mother 
and child. 


dosage: As a dietary supplement during pregnancy and lactation, one or more Kapseals 
daily. NATABEC Kapseals are available in bottles of 100 and 1,000. 


*e 
ip: PARKE, DAVIS & COMPANY MIcHIGAN 
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Flexible vitamin Biz therapy for patients of all ages 


| Redisol. 


CRYSTALLINE VITAMIN By2 


Major ADVANTAGES: Increases appetite, helps patients gain weight. 
Stimulates hemopoiesis. Available as Elixir, Tablets and Injectables for 


maximum flexibility of dosage. Elixir and Tablets readily blend with Philadelphia 1, Pa. 
milk, juices, infant formulas. DIVISION OF 
Supplied as Repisot Soluble Tablets: 25, 50, 100 meg.; cherry-flavored MERCK & CO. INC. 


Elixir: 5 meg. per 5 cc.; Injectable: 30, 100, 1000 mcg. per cc. 


AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 
1790 Broadway New York 19, N.Y. 


APPLICATION FOR JUNIOR MEMBERSHIP 
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nudges your patient to sleep 


PLACIDYL enables the physician to induce sleep instead of imposing it. Non- 
barbiturate. No initial excitation or respiratory depression. 


A halogenated carbinol, sold: under no other trade name. ObGott 
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itching scalp? 


relieves seborrheic dermati- 
tis of the scalp and dandruff 
-quickly, easily,economically. 
Just one or two Selsun applications 
relieve itching, burning scalps. 
Scaling is completely controlled in 
81-87% of seborrheic dermatitis, 
92-95% of dandruff cases. And 
relief lasts—up to four weeks 

—with each pleasant applica- 

tion. Selsun Suspension is 

sold only on prescription, 
in 4-fluidounce bottles 
with directions. 
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TAMPAX 


a clinically accepted method 
of menstrual hygiene 4 


“Free from harm or irritation 
to the vaginal and cervical 


mucosa.” 


Karnaky, K. J.: Western Journal of Surgery, 
Obstetrics and Gynecology, Vol. 51, pp. 150-152. 


“No evidence that the use of 
the tampon caused obstruction 


to menstrual flow.” 


Thornton, M. J.: American Journal of Obstet- 
rics and Gynecology, Vol. 46, pp. 259-265. 


“Does not impair standard 

anatomic virginity.” 

; Dickinson, R. L.: The Journal of the Ameri- 
can Medical Association, Vol. 128, pp. 490-494. 


~~ “Rasy and comfortable to use 


and eliminated odor.” 


Sackren, H. S.: Clinical Medicine, Vol. 
46, pp. 327-329. 
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Three absorbencies: 
Junior, Regular, or Super 

Tampax meet varying 
requirements. 


Professional samples and 
reprints of these papers 
furnished on request. 


Tampax Incorporated, Palmer, Massachusetts 
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WAGINITIS: 


Vaginal Suppositories 


—soft and pliant as a tampon—white, odorless, non-staining—the suppositories 
bring new ease and new effectiveness to treatment of vaginitis. 


ELIMINATE SMEAR EXAMINATIONS* 


Milibis vaginal suppositories are effective in trichomonad, 
Candida (monilia) as well as mixed and bacterial 
infections—thus laboratory identification of the offending 
organism is unnecessary. 


THERAPEUTIC REGIMEN IS SHORT AND SIMPLE 


A total of only 10 suppositories (one inserted every other night) 
_ has given a remarkable rate of cure of over 90 per cent 
- in two large series of cases. Milibis vaginal suppositories are 

easily inserted high into the vagina and form a tenacious 

film which coats the cervix and rugae, killing pathogens on 
SUPPLIED: BOXES OF 10 contact. Non-staining, well tolerated. 


*Except when gonorrheal infection is suspected. 


uithrop LABORATORIES * New York 18, N.Y. 


Milibis (brand of glycobiarsol), trademark reg. U.S. Pat. Off. 
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BETTER 


results are obtained 

with STERANE'—8 to 5 
times more active than 
hydrocortisone or cortisone. 


BREATHING 


capacity is greatly enhanced. 
“Relief of symptoms is more 

complete and maintained for 

longer periods with relatively 
small doses.” 


BALANCE 


of minerals and fluids usually 
remains undisturbed. This 
proves “especially advan- 
tageous in those patients with 
cardiac failure requiring 
therapy...’ 


in bronchial asthma 


brand of prednisolone 


Supplied: White, 5 mg. oral tablets, 
bottles of 20 and 100. Pink, 1 mg. 
oral tablets, bottles of 100. 

Both deep-scored. 


1. Johnston, T. G., and Cazort, A. G.: 
J. Allergy 27:90, 1956. 2. Schwartz, E.: 
New York J. Med. 56:570, 1956. 

3. Schiller, I. W., et al.: J. Allergy 
27:96, 1956. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 
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THREE GENERATIONS OF PATIENTS HAVE TAKEN 
ANTACID, EFFERVESCENT 


Sal Hepatica. 


Since 1897, sparkling SAL HEPATICA 
has given prompt, gentle relief of 
constipation. Because it is both ant- 
acid and effervescent, SAL HEPATICA 
passes rapidly through the stomach. 
In the intestine its osmotic action 
provides liquid bulk to stimulate 
peristalsis, hasten evacuation. 


Taken half an hour before the eve- 
ning meal, pleasant-tasting SAL 
HEPATICA usually acts before bed- 
time. Taken before breakfast results 
may be expected in an hour. 


SAL HEPATICA is mild, relieves 
without griping. Being antacid, it al- 


leviates the gastric hyperacidity 
which frequently accompanies con- 
stipation. 


LAXATIVE 


CATHARTIC 


Antacid 
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th deference to her olaintiness 


e Massengill Powder is buffered to maintain* 
an acid condition in the vaginal mucosa. 

e Massengill Powder has a low surface tension 
which enables it to penetrate into and cleanse 
the folds of the vaginal mucosa. 

e Massengill Powder has a “clean” antiseptic 
fragrance. It enjoys unusual patient acceptance. 
e Massengill Powder solutions are easy to pre- 
pare. They are nonstaining, mildly astringent. 


when recommending a vaginal douche 


indications: 


Massengill Powder solutions are a valuable 
adjunct in the management of monilia, 
trichomonas, staphylococcus, and strepto- 
coccus infections of the vaginal tract. Rou- 
tine douching with Massengill Powder solu- 
tions minimizes subjective discomfort and 
maintains a state of cleanliness and normal 
acidity without interfering with specific 
treatment. 


*In a recent clinical report, ambulatory 
patients—with an alkaline vaginal mucosa 
resulting from pathogens—maintained 
an acid vaginal mucosa of pH 3.5 for 
4 to 6hours after douching with Massengill 
Powder; recumbent patients maintained a 
satisfactory acid condition up to 24 hours. 


Generous samples on request. 


J 
The S.E. MASSENGILL Company 


Bristol, Tennessee New York Kansas City San Francisco 
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Vitamin A, one of the 8 essential vitamins 
in Vi-Penta® Drops, helps to maintain 

firm tissue, orderly bone growth, and 

eye health, too, in your infant patients. 
Just 0.6 ce provides the baby's daily 
needs... easy to give and easy to take, and 


dated to assure full potency. 


Hoffmann - La Roche Inc + Nutley - N.J. 
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. 
Chee k =—-for infections in children | 


Which advantage of Gantrisin (acetyl) Pediatric 


Suspension is most important to you? -: 


ees & Wide antibacterial spectrum 

eee NO Overgrowth of fungi 

«+. minimized danger of sensitization or 
of resistant strains 

ee. pleasant flavor without medicine taste 


eee no alkalies required 


All these advantages together 


have made Gantrisin® Pediatric Suspension 


"a sulfonamide of A choice for children." 
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“AMERICAN MEDICAL WOMENS ASSOCIATION 


GENERAL INFORMATION 


THE JoURNAL OF THE AMERICAN MeEpiIcAL WoMEN’s AssociaTION is the official organ of the American Medical 
Women’s Association and is issued monthly the fifteenth of each month. 


CONTRIBUTIONS—TueE Journat oF THE AMERICAN MEDICAL WoMEN’s ASSOCIATION extends an invitation 
to the profession for articles on original investigation, for reviews, case reports, articies of historical interest—espec- 
ially those dealing with the status of women physicians, biographies of women in medicine, and any other material on 
subjects of special concern to women physicians. All manuscripts for pubication, letters, and all communications re- 


lating to the editorial management of the JouRNAL OF THE AMERICAN MEDICAL WoMEN’s ASSOCIATION should be 
sent to the Editor at the address below. 


Articles are accepted for publication with the understanding that they are original contributions never previously 
published and are contributed solely to the JouRNAL OF THE AMERICAN MEDICAL WoMEN’s AssociATION, All manu- 
scripts are subject to editorial modification and upon acceptance become the property of the JouRNAL oF THE AMERI- 
cAN MepicaL WoMEN’s AssociaATION. Material published in the JourNAL is copyrighted and may not be repro- 
duced without permission of the Editor. Neither the editors nor the publisher nor the American Medical Women’s 


Association will accept responsibility for the statements made or opinions expressed by any contributor in any article 
published in its columns. 


MANUSCRIPTS—Manuscripts must be typewritten on one side of the paper only with double spacing and wide 
maryins. The original and one carbon copy should be submitted; a second carbon copy should be retained by the 
author. The author’s full name, academic or professional titles, and complete address must accompany manuscript. 


ABSTRACTS—Authors are requested to submit concise abstracts of their papers to the Editor. 


ILLUSTRATIONS—lIllustrations must be in the form of glossy prints or drawings in black ink. On the back of 
each illustration the figure number, author’s name, and indication of the top of the picture must be given. Legends 
for illustrations must be typewritten in a single list, with numbers corresponding to those on photographs and draw- 
ings. THE JOURNAL OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION encourages the use of illustrations and will 
supply a reasonable number free of cost; special arrangements must be made with the Editor for excess illustrations 
or elaborate tables. The Editor is not responsible for the safe return of manuscripts and illustrations. All material sup- 
plied for illustrations, if not original, should be accompanied by reference to the source and permission for reproduc- 


tion from the owner of copyright. Recognizable photographs of patients should carry with them written permission for 
publication. 


REFERENCES—Bibliographic references should appear at the end of the manuscript and not in footnotes. They 
should conform to style of the Quarterly Cumulative Index Medicus, This requires, in the order given, name of au- 
thor, title of article, name of periodical, with volume, inclusive pages, month (and day of month if the journal appears 


weekly), and year. References should be numbered consecutively throughout the paper and listed in order by number 
from the text. 


Galley proofs of scientific articles will be furnished JouRNAL authors for correction. Proofs of other articles will be 
supplied upon request. 


REPRINTS—Reprints of all articles must be ordered at time proof is returned. Prices will be available for quota- 


tion from the Business Manager when articles are in page form. Individual reprints of articles must be obtained from 
the author. 


REVIEWS OF BOOKS—Because of limitations of space, only books of scientific interest or reference value which 
can be recommended to its readers will be noted. All books for review should be sent to the Editor at address below. 


SUBSCRIPTIONS—The subscription price of the JouRNAL OF THE AMERICAN MEDICAL WOMEN’s ASSOCIATION 
is $5.00 per year, $9.00 for two years; single copies are $1.00. 


ADVERTISING—Rates will be furnished by the Business Manager of the JouRNAL, 1790 Broadway, New York 
19, N. Y. The publishers reserve the right to decline any advertising submitted and to censor all copy. Acceptance of 
an advertisement does not imply official endorsement of the product advertised. 


CHANGE OF ADDRESS—Notification of change of address should be sent to the JouRNAL office, 1790 Broad- 
way, New York 19, N. Y. Please give both old and new addresses. 


Address all correspondence to the 
JOURNAL OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION 
1790 Broadway, New York 19, N. Y. 
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American Medical Women’s Association, Inc. 


BRANCH OFFICERS, 1956-1957 


ONE, WASHINGTON, D. C. 


President: Claudine Moss Gay, M.D., 403 East Cap- 
itol, Washington 2, D. C. 

Secretary: Vita Jaffee, M.D., 6301 W. Halbert Road, 
Bethesda, Maryland. 


Meetings held first Tuesday, October to May. 


TWO, CHICAGO, ILLINOIS 


President: Elizabeth R. Fischer, M.D., 10401 S. Bell 

2 Ave., Chicago, Illinois. 

Secretary: Mary Stephens, M.D., 55 East Washington 
St., Chicago, Illinois. 

4 Meetings held monthly. 


THREE, MARYLAND 
President: Grace Hiller, M.D., Goucher College, Tow- 
son 4. 
Secretary: Mary Matthews, M.D., 8106 Harford Rd., 
Baltimore 14. 
Membership Chairman: Pearl L. Scholz, M.D., 11 
Blythewood Road, Baltimore 10, Md. 


Meetings held first Thursday of month. 


FOUR, NEW JERSEY 
President: Ruth Kidd, M.D., 1199 Morris Ave., Union. 


Secretary: Gertrude Ash, M.D., 866 South 13th St., 
Newark. 


Membership Chairman: Ella Coughlan, M.D., 10 Oak- 
wood, Orange. 


FIVE, PORTLAND, OREGON 
President: Miriam Luten, M.D., 308 Taylor St. Bldg., 
(919 Taylor Street) Portland 5. 


Secretary: Dorothy Vinton, M.D., 2455 N.W. Marshall, 
Suite 5, Portland 10. 


Dinner meetings held every two months, with a sym- 
posium on scientific topics of general interest. 


SIX, OMAHA, NEBRASKA 
President: Aileen Mathiasen-Sciortino, M.D., 6 Hall 
St., Council Bluffs, lowa 


Secretary: Louise M. Camel Farrage, M.D., 478 Elm- 
wood, Council Bluffs, Iowa 


EIGHT, NEW ORLEANS, LOUISIANA 


President: Georgiana J. von Langermann, M.D., 1430 
Tulane Avenue, New Orleans. 


TEN, WISCONSIN 
President: Elaine Pedersen, M.D., 6040 West Lisbon 
Ave., Milwaukee. 


Secretary-Treasurer: Mary Hall, M.D., 4042 North 
Wilson Drive, Milwaukee. 
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ELEVEN, SOUTHWESTERN OHIO 


President: Gail Englander, M.D., 3729 Reading Road, 
Cincinnati 29. 


Secretary: Emily Wright, M.D., 42 Burns Avenue, 
Cincinnati 15, Ohio 


Meetings held second Tuesday, September, November, 
January, March, May. 


TWELVE, COLUMBUS, OHIO 


President: Dorothy F. Falkenstein, M.D., 188 E. State 
St., Columbus. 


THIRTEEN, SAN DIEGO, CALIFORNIA 


Poteet: Mary Fishel, M.D., 4752 Palm Ave., La 
esa. 
Secretary: Margaret Siems, M.D., 233 A St., San Diego. 


Meetings held every other month on fourth Thursday. 


FOURTEEN, NEW YORK, NEW YORK 
President: Adelaide Romaine, M.D., 35 West 9th St., 
New York 11.° 


Secretary: Margaret S. Tenbrinck, M.D., 235 East 
22nd St., New York 10. 


Membership Chairman: Estelle DeVito, M.D., 301 
East 21st St., New York 10. 


FIFTEEN, CLEVELAND, OHIO 
President: Viola Startzman, M.D., 2020 E. 93 Street, 
Cleveland 6 


Secretary: Kathryn Hoffman, M.D., Schoffield Bldg., 
Cleveland 


SIXTEEN, PITTSBURGH, PENNSYLVANIA 
President: Virginia E. Washburn, M.D., 4403 Center 
Avenue, Pittsburgh 13. 


Secretary: Marita Kenna, M.D., 4740 Liberty Ave- 
nue, Pittsburgh 24. 


EIGHTEEN, NEW YORK STATE 
President: Anna P. Walsh, M.D., 391 Jersey Street, 
Buffalo 4. 
Secretary: Harriet Hosmer, M.D., 333 Linwood Ave- 
nue, Buffalo 9. 


Membership Chairman: Marguerite P. McCarthy: 
Brough, M.D., 1811 West Genessee Street. Syracuse 


NINETEEN, IOWA 
President: Nelle Shultz, M.D., 106 North Taft St., 
Humboldt. 
Secretary: Jean Glissman, M.D., 1068 42nd St., Des 


Moines. 


Meetings held each April, in conjunction with state 
medical meeting. 
(Continued on page 20) 
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FRESHNESS in every jar. Fruits and vegetables 
are picked at perfection and processed to pro- 


vide the most in eating pleasure. 


FLAVOR is constant. A panel of taste testers 
makes daily checks to positively guarantee 


Beech-Nut’s uniformly fine flavor. 


VARIETY is the spice of Baby’s life with 
Beech-Nut. There are 5 pre-cooked Baby 
Cereals, 28 Strained Foods, 26 Junior Foods. 


WHAT BEECH-NUT QUALITY MEANS 


PURITY is guarded all the way by Beech-Nut 
—from the careful washing of every ingredient, 
to the sterilization of each sparkling glass jar. 


NUTRITION is another important factor in 
Beech-Nut quality. Precious vitamins and 
minerals have been retained in high degree. 


Pediatricians know that Beech-Nut 
keeps up with the very latest scientific 
methods developed for taking better 
care of Baby. Also, the research depart- 
ment at Beech-Nut is continually 
searching for new ways to improve 
packaging, to guarantee important fla- 
vor control, to preserve all possible 
nutritional value. It’s no wonder doc- 
tors recommend Beech-Nut Baby Foods 
to mothers for their babies. 


Beech-Nut 
Baby Foods 
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American Medical Women’s Association, Inc. 


BRANCH OFFICERS, 1956-1957—(Continued) 


TWENTY (BLACKWELL), DETROIT 
MICHIGAN 


President: Carol Platz, M.D., 11368 Kelly. 
Secretary: Kathryn O’Connor, M.D., 14301 Grand 
River. 


Meetings held five times a year. 


TWENTY-THREE, LOS ANGELES, 
CALIFORNIA 
President: Mary B. Dale, M.D., 1035 E. Howard 
Street, Pasadena. 
Secretary: Louise Geise, M.D., 940 Arden Road, Pasa- 


dena. 


Membership Chairman: Elizabeth Mason-Hohl, M.D., 
1234 Vermont Avenue, Hollywood. 


TWENTY-FOUR, KANSAS 
President: Mary T. Glassen, M.D., Phillipsburg. 
Secretary: Ruth P. Spiegel, M.D., Formosa. 
Next meeting will be held on call, 


TWENTY-FIVE, PHILADELPHIA, 
PENNSYLVANIA 
President: Mary D. Varker, M.D., 604 Sussex Road, 
Wynnewood. 
Secretary: Marjory A. Meyer, M.D., 916 Edmonds 
Avenue, Drexel Hill. 
Meetings held three times a year. 


TWENTY-SIX MINNESOTA 
President: Della G. Drips, M.D., Oronoco. 


Secretary: Nellie N. Barsness, M.D., 540 Lowry Medi- 
cal Arts Bldg., St. Paul. 


TWENTY-NINE, ATLANTA, GEORGIA 

President: Vernelle Fox, M. D., 1293 W. Peachtree 
Street, N.W., Atlanta. 

Secretary: Eleanor Bundy, M. D., 706 Church Street, 
Decatur. 

Membership Chairman: Virginia Tuggle, M.D., 822 
Columbia Drive, Atlanta. 

Meetings held third Saturday, alternate months. 


THIRTY, UPPER CALIFORNIA 
President: Jane Schaefer, M.D., 490 Post St., San 
Francisco. 


Secretary: Eleanor Brown, M.D., 22 Terra Vista, San 
Francisco. 


THIRTY-ONE, MISSISSIPPI 
President: Eva L. Meloan, M.D., 964 N. State St., 
Jackson, 


Secretary: Ruth R. Burroughs, M.D., 2912 N. State 
St., Jackson. 


THIRTY-TWO, WESTERN NORTH CAROLINA 

President: Irma Henderson-Smathers, M.D., 1295 
Merriman Ave., Asheville. 

Secretary: Louise Galloway, M.D., 25 Arthur Rd., 
West Asheville. 

Membership Chairman: Ethel Brownsberger, M.D., 75 

Hendersonville Rd., Biltmore, N.C. 


THIRTY-THREE, FLORIDA 


President: Mary C. Patras, M.D., 8340 N.E. Second 
Ave., Miami 38. 


Secretary: Minerva Gordon, M.D., 541 Lincoln Road, 
Miami Beach. 


THIRTY-FOUR, ARKANSAS 


President: Elizabeth D. Fletcher, M.D., 705 Donoghey 
Bldg., Little Rock. 


Secretary: Martha M. Brown, M.D., State Hospital, 
Little Rock. 


THIRTY-FIVE, PUERTO RICO 
President: Alice Reinhardt, M.D., Santorio Insula, Rio 
Piedros. 


Secretary: Maria Amelia Pares, M.D., Professional 
Building, Santurce. 


THIRTY-SIX, ALAMEDA COUNTY, 
CALIFORNIA 


President: Miriam Rutherford, M.D., 2929 Summit 
St., Oakland 


Secretary: Dorothy McDonald, M.D., 2490 Channing 
Way, Berkeley. 


THIRTY-SEVEN, SEATTLE, WASHINGTON 
President: Phyllis Leibly, M.D., 4530-51st St., N.E., 
Seattle. 


Secretary: Lily E. Schoffman, M.D., 828 Fourth and 
Pike Bldg., Seattle. 


THIRTY-EIGHT, LONG BEACH, CALIFORNIA 
President: Mary Callaghan, M.D., 384 Redondo 
Ave., Long Beach. 


Secretary: Primitiva Demandante, M.D., 908 North 
Avelon Blvd., Wilmington. 


THIRTY-NINE, BOSTON, MASSACHUSETTS 
President: Victoria Cass, M.D., 4 Myopia Road, Win- 
chester. 
Secretary: Marian W. Perry, M.D., 88 Scotland Road, 
Reading. 


Membership Chairman: Mary I. Tompkins, M.D., 
1108 Beacon St., Brookline 46. 


FORTY, DALLAS, TEXAS 
President: Katharine Bennett, M.D., 915 St. Joseph, 
Dallas, Texas. 
Secretary: Harriet Rogers, M.D., 4307 Camden, Dal- 
las, Texas. 
(Continued on page 30) 


Please report all changes in Branch officers 
and chairmen as soon as possible to American 
Medical Women’s Association, 1790 Broadway, 
New York 19, New York. 
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‘Dexedrine’ not only curbs appetite during weight reduction 
therapy, but also helps maintain weight loss. While on 
‘Dexedrine’ therapy, the patient becomes accustomed to a 
lowered food intake. When ‘Dexedrine’ is withdrawn, 


the adjustment to new eating habits made with ‘Dexedrine’ 
ordinarily persists. 


Dexedrine* Sulfate 
(dextro-amphetamine sulfate, S.K.F.) 


Tablets + Elixir + Spansulet capsules 


made only by 
Smith, Kline & French Laboratories, Philadelphia 


first J in sustained release oral medication 


*T.M. Reg. U.S. Pat. Off. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
Patent Applied For 
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Tetracycline Lederle 


ir the treatment of 

in cnroer 
S fl SUI y 
The prevention and control of cellulitis, 
abscess formation, and generalized sepsis has 
become commonplace technique in surgery 
since ACHROMYCIN has been available. Leading 
investigators have documented such findings 
in the literature. 


For example, Albertson and Trout! have re- 
ported successful results with tetracycline 
(ACHROMYCIN) in diverticulitis, gangrene of 
the gall bladder, tubo-ovarian abscess, and 
retropharyngeal abscess. Prigot and his associ- 
ates? used tetracycline in successfully treating 
patients with subcutaneous abscesses, celluli- 
tis, carbuncles, infected lacerations, and other 
conditions. 


As a prophylactic and as a _ therapeutic, 
ACHROMYCIN has shown its great worth to 
surgeons, as well as to internists, obstetricians, 
and physicians in every branch of medicine. 
This modern antibiotic offers rapid diffusion 
and penetration, quick development of effec- 
tive blood levels, prompt control over a wide 
range of organisms, minimal side effects. There 
are 21 dosage forms to suit every need, every 
patient, including 


ACHROMYCIN SF 


ACHROMYCIN with STRESS FORMULA VITAMINS. 
Broad-range antibiotic action to fight infec- 
tion; important vitamins to help speed normal 
recovery. In dry-filled, sealed capsules for 
_frapid and complete absorption, elimination 
of aftertaste. 


filled sealed capsules 
1Albertson, H.A. and Trout, H. H., Jr.: Antibiotics Annual 1954-55, 
Medical Encyclopedia, Inc., New York, N.Y., 1955, pp. 599-602. 


*Prigot, A.; Whitaker, J. C.; Shidlovsky, B. A., and Marmell, M.: 
ibid, pp. 603-607. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 


PEARL RIVER, NEW YORK 


REG. U.S. PAT. OFF. 


PHOTO DATA: AERIAL CAMERA WITH K-2 FILTER 
AT DUSK, F.11, 4/100 SEC., FAST PAN FILM 
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UNIVERSITY OF ALABAMA 
President: Maude Dieseker, 800 South 20th St . 
Birmingham, Alabama. 


Secretary: Betty Jean McBride, 800 South 20th 
Street, Birmingham, Alabama. 


Sponsor: Evelyn L. Stansell, M.D., 314 N. 15th 
Street, Bessemer, Alabama. 


UNIVERSITY OF ARKANSAS 


President: Betty Ann Lowe, University of Ark- 
ansas School of Medicine, Little Rock, Arkansas. 


Secretary: Betty Jane McClellan, 222 West “G” 
Street, Park Hill, North Little Rock, Arkansas. 


Sponsor: Eva Dodge, M.D., University of Arkan- 
sas School of Medicine, Little Rock, Arkansas. 


BAYLOR UNIVERSITY 


President: Elizabeth Muchmore, 1903 Portsmouth, 
Houston, Texas. 


Secretary: Betsy Comstock, Baylor University Col- 
lege of Medicine, Houston, Texas. 


Sponsor: Ruth Hartgraves, M.D., 1407 Medical 
Arts Bldg., Houston, Texas. 


ESTHER C. MARTING JUNIOR BRANCH, 
CINCINNATI, OHIO 


Persident: Cornelia Dettmer, 2991 Werk Road, 


Cincinnati, Ohio. 


Secretary: Virginia Beamer, 351 Erkendrecher 
Avenue, Cincinnati. 


Sponsor: Esther C. Marting, M.D., 2314 Auburn 
Avenue, Cincinnati, Ohio. 


MEDICAL COLLEGE OF GEORGIA 
President: Nelle Strozier, Medical College of Geor- 
gia, University Place, Augusta. 


Secretary: Sara L. Goolsby, Medical College of 
Georgia, University Place, Augusta. 


Sponsor: B. Shannon Gallaher, M.D., Medical Col- 


lege of Georgia, University Place, Augusta, 
Georgia. 


JUNIOR BRANCH OFFICERS, 1956-1957 


HAHNEMANN MEDICAL COLLEGE 
President: Audrey Krauss, 300 South Camas Street, 
Philadelphia, Pennsylvania. 


Secretary: Patricia Cusick, Hahnemann Medical 
College, Philadelphia, Pennsylvania. 


Sponsor: Elizabeth B. Brown, M.D., 1930 Chestnut 
Street, Philadelphia, Pennsylvania. 


HOWARD UNIVERSITY 
President: Sara Ewell, Wheatley Hall, Howard 
University, Washington, D.C. 


Secretary: Z. Ozella Thompson, 5345 Bell Place, 
Washington 1, D.C. 


NORTHWESTERN UNIVERSITY 


President: Marianne Whowell, 2118 N. Sedgwick, 
Chicago, Illiois. 

Secretary: Frances Taylor, 1160 N. State Street, 
Chicago, Illiriois. 


Sponsor: Beulah Cushman, M.D., 25 E. Washing- 
ton, Chicago, Illinois. 


FLORENCE SABIN JUNIOR BRANCH, 
UNIVERSITY OF COLORADO 


President: Yvonne Johnson, 1163 Lincoln, Boulder, 
Colorado. 


Secretary: Nancy Nelson, 740 Fourth Avenue, 
Longmont, Colorado. 


Sponsor: Gertrude Weiss, M.D., 4200 E. Ninth 
Avenue, Denver 20, Colorado. 


UNIVERSITY OF UTAH 


President: Frances R. Beier, 3396 E 3900 South, 
Salt Lake City, Utah. 


Secretary: Mary Gehres, 233 Douglas Street, Salt 
Lake City, Utah. 


Sponsor: Camilla Anderson, M.D., 239 Virginia 
Street, Salt Lake City, Utah. 


GEORGE WASHINGTON UNIVERSITY 


President: Roberte Raymond, 2010 Kalorama Road, 
N.W., Washington, D.C. 


Secretary: Diane Perrine, 2010 Kalorama Road, 
N.W., Washington, D.C. 


Sponsor: Elizabeth S. Kahler, M.D., 3828 Fulton 
Street, N.W., Washington, D.C. 
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new 


Against Pathogen & Pain 
in urinary tract infections 


Azo Gantrisin combines the single, soluble sulfonamide, Gantrisin, 


with a time-tested urinary analgesic - in a single tablet. 


Prompt relief of pain and other discomfort is provided 
together with the wide-spectrum antibacterial effectiveness 
of Gantrisin which achieves both high urinary and plasma levels so 


important in both ascending and descending urinary tract infections. 


Each Azo Gantrisin tablet contains 0.5 Gm Gantrisin 'Roche' plus 50 mg phenylazo-diamino-pyridine HCl. 


Gentrisin® - brand of sulfisoxazole 


Original Research in Medicine and Chemistry 
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allergic to pollen 


... yet fully enjoying summertime 


‘Co-Pyronil’ 


ecritY 

RESEA 

quault 


= 658031 


(PYRROBUTAMINE COMPOUND, LILLY) 


. . usually eliminates distressing symptoms without causing side-effects; 
allows the allergic patient to enjoy fully this “funtime’’ season of the year. 


rapid-acting - . . relief usually noted 
within fifteen to thirty minutes. 


long-acting. ..relief often maintained 
for eight to twelve hours; thus continuous 
relief is provided on a convenient dosage 
schedule. 


complete relief . . . more frequently 
obtained because of the complementary 
actions of two antihistamines and a 
sympathomimetic. 

Supplied as pulvules, pediatric pulvules, and 
suspension. Also, Tablets ‘Pyronil’ (Pyrro- 
butamine, Lilly), 15 mg. 


prescribe relief from allergy... prescribe ‘Co-Pyronil’ 


RC du ANNIVERSARY 1876 + 1956 / ELI LILLY AND COMPANY 
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( burnal of the- 


AMERICAN MEDICAL WOMENS ASSOCIATION 


VOLUME 


JULY 1956 


NUMBER 7 


The Control of Poliomyelitis 


A. M.-M. Payne, M.D., M.R.C.P. 


ical examples of the results of this disease can 
be seen in ancient Egyptian sculptures, yet it 
was not until a little more than a hundred years 
ago that the condition was recognized as an entity, 
and it was only within the last sixty or seventy 
years that it was recognized as an infectious disease. 
In 1907, Wickman’ stated clearly that polio- 
myelitis was a contagious disease spread both by 
typical and abortive cases, and by healthy carriers. 
Soon after this, Landsteiner,’ by transmitting the 
disease to monkeys, showed that it was caused by a 
virus. It was therefore entirely logical that meas- 
ures used to control many other contagious diseases 
should be proposed for the control of poliomyelitis. 
In 1911, Flexner * advocated quarantine measures 
both for the patient and his attendants. He empha- 
sized the safe disposal of bodily excretions and 
also suggested that flies might be important in the 
spread of the disease. 


PARALYSIS is as old as history. Typ- 


In the years that followed, numerous publica- 
tions re-emphasized and expanded these recom- 
mendations to include notification of the disease; 
quarantine of the family; placarding; fumigation; 
investigations into milk, water, and food supplies 


Dr, Payne is Chief of the Endemo-Epi- 
demic Diseases Section, World Health Or- 


ganization, Geneva, Switzerland. 
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to ensure their safety; prohibition of public gather- 
ings, especially of children; postponement of open- 
ings of schools; and restriction of movements into 
and out of infected areas. Such measures were more 
or less strictly applied, but it must be confessed that 
there was little or no objective information on 
which an assessment of their value could be placed. 
Indeed, the general verdict of health officers was 
that these measures were of little use. 

In the years after World War I, no real prog- 
ress was made towards the control of the disease. 
Indeed, the disease became more widespread and 
epidemics more frequent. Laboratory research was 
severely handicapped by the fact that at this time 
only primates could be infected with the virus; the 
fact that they could be infected by the instillation 
of material into the nose led many epidemiologists 
to conclude that in man the disease was predomi- 


nantly transmitted by the respiratory route. Since’ 


control of diseases transmitted in this way is no- 
toriously difficult, this theory may have been re- 
sponsible for a casual attitude. 

Following the discovery by Armstrong * in 1939 
that type 2 virus (Lansing) could be adapted to 
mice, there were hopes of more rapid progress in 
understanding the epidemiology of the disease. 


These hopes were to some extent fulfilled by the 


studies of Paul® and others who demonstrated that 
infection with this virus was widespread in areas 
where clinical disease was rarely recognized. The 
rather surprising fact emerged that the incidence 
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of clinical disease seemed to bear an inverse rela- 
tionship to the incidence of infection. This appar- 
ent contradiction is not fully understood. There ap- 
pear to be two probable reasons, both of which may 
be partly responsible. The first is based on the fact 
that the mean incidence of paralytic poliomyelitis 
over a number of years appears to increase as the 
hygiene and sanitation of a country improves. At 
the same time, more and more children of older 
ages are affected, and eventually as much as one 
third of all cases may be over the age of 15. Sero- 
logic surveys have confirmed that this delayed in- 
fection does, in fact, happen; further, certain 
studies have indicated that the probability of paral- 
ysis resulting from an infection with the poliovirus 
in non-immune people increases with increasing 
age. According to this explanation, in countries 
where the infection is widespread and occurs in 
the great majority of children in infancy, paralysis 
will result less often than in countries where the in- 
fection is less widespread and is delayed until school 
age or after. However, Sabin ° has shown that it is 
not possible to explain all the facts in this way be- 
cause the difference in incidence of paralysis after 
infection in the different age groups is not sufficient 
to account for the difference in incidence of paral- 
ysis in countries of greatly different levels of social 
and economic development. 

The other reason is that there may be varieties 
of poliovirus which are relatively avirulent and 
therefore less likely to cause paralysis after infec- 
tion, There is now conclusive evidence that such 
viruses exist; they have been recovered from symp- 
tomless persons and have also been evolved by pass- 
age in the laboratory. According to this theory, 
many of the viruses causing widespread infection 
in countries with poor hygiene and sanitation are of 
relatively low virulence and rarely cause paralysis. 
However, again it is not possible to explain all the 
facts on the basis of this theory alone. There was 
abundant experience during and after World War 
II proving that some of the viruses in these areas 
are, in fact, fully virulent, for the incidence of 
poliomyelitis in soldiers coming from countries 
where hygiene and sanitation were highly devel- 
oped was often much higher when they were sent to 
tropical countries than it was in their native 
countries. 

It is evident from this brief outline that there are 
many factors in the epidemiology of poliomyelitis 
which we do not yet understand; it is also evident 
that the mere application of sanitary measures 
which have proved to be highly effective in con- 
trolling other alimentary infections, such as typhoid 
fever, are of little value in the control of poliomye- 


litis. In fact, they seem in the past to have done 
more harm than good since their main effect has 
been to delay infection to an age at which it is more 
liable to produce paralysis, I shall, however, return 
to this point a little later since there are now cir- 
cumstances in which sanitary measures may have a 
place in the control of poliomyelitis. 


Since non-specific control measures have shown 
themselves ineffective, it is natural that scientists 
should turn to specific measures in an attempt to 
control the disease. A vaccine against poliomyelitis 
was tried out in the 1930’s, but for various reasons 
this ended in disaster and further progress was 
delayed for many years. 

It was not until extensive studies were sponsored 
by the National Foundation for Infantile Paralysis 
following World War II that any real progress 
was made. Perhaps the first important step was the 
extensive typing studies undertaken by the Founda- 
tion. They showed conclusively that we had to deal 
with not one virus but three distinct immunologic 
types. Then came the great discovery of Enders, 
Weller and Robbins* that poliovirus could be 
grown in tissue culture. This discovery revolution- 
ized completely prospects for the future. It not 
only enabled us to undertake extensive studies in 
the epidemiology of the disease and its pathogen- 
esis, but also, in conjunction with the work of 
Morgan, Morton and Parker,’ who developed a 
synthetic medium suitable for the growth of polio- 
virus, opened the prospect of the production of a 
vaccine against poliomyelitis of a purity unap- 
proached by almost any other vaccine. 

As is now well known, the development of this 
vaccine was undertaken by Dr. J. E. Salk, aided 
by the National Foundation for Infantile Paralysis. 
He and his associates, in a long series of studies, 
have worked out methods of producing suspensions 
of poliovirus suitable for the preparation of an 
inactivated vaccine. This work was brought to a 
triumphant conclusion in the greatest field trial 
in the history of medicine * in which it was shown 
that the vaccine was both safe and effective. Imme- 
diate steps were taken to apply the vaccine in the 
United States on a large scale, and preparations to 
do the same were also made in a number of other. 
countries. Probably never in medical history has a 
new public health measure been applied so rapidly 
on a mass scale after the painstaking laboratory re- 
search which led to its development. It was almost 
inevitable, therefore, that this transition should be 
attended by serious difficulties. These events are so 
fresh in our minds that they need not be enlarged 
upon here. However, considerable confusion re- 
sulted both among the general public and among 
health authorities. Many of the latter found it diffi- 
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cult to decide whether or not they should take 
steps to bring the new control methods into general 
use, and, if so, what these steps should be. 

During the late spring, summer, and autumn 
of 1955, the vaccine was used on a large scale in the 
United States, Canada, and Denmark, and on a 
smaller scale in Germany, and the Union of South 
Africa. In November 1955, therefore, the time 
seemed opportune for the World Health Organ- 
ization to call a meeting in Stockholm of leading 
experts from nine countries to review the expe- 
rience of each in the use of the vaccine. In addition 
to exchanging views and experiences, the group was 
able to define some oustanding problems and to 
plan co-ordination of further research. The report 
of the meeting® presents some essential facts and 
important recommendations which have already 
proved of service in enabling the governments of 
several countries to formulate their policies con- 
cerning poliomyelitis vaccination. 

Suffice it to say that apart from about 200 
vaccine-associated cases of poliomyelitis, many mil- 
lions of children have been vaccinated; evidence is 
accumulating that this has been of real value in 
reducing the incidence of paralytic poliomyelitis. 
There is now good reason to believe that the “teeth- 
ing troubles” of large-scale production have been 
solved and that all the necessary precautions are 
taken to ensure a consistently safe and effective 
product. 


WHO?’s programme for the study of poliomye- 
litis was developed after an Expert Committee meet- 
ing in 1953,*° and has been designed to give some 
of the epidemiological information needed for the 
proper application of vaccination. A network of 
WHO regional poliomyelitis laboratories have now 
been designated in all regions, and national labora- 
tories are being encouraged to co-operate in a co- 
ordinated programme. The problems that are being 
studied include the improvement of national report- 
ing systems, the provision of standard sera and 
strains of virus, the study of the prevalent viruses 
in different regions, the design of standard methods 
of survey to determine the state of immunity of 
populations, the supply of scarce materials needed 
for tissue culture work, and the training of virol- 
ogists in laboratory techniques. Surveys had already 
been completed, or were under way, at the end of 
1955 in several countries in Europe, the Americas, 
and Africa. 

It will be some time before we can answer out- 
standing questions regarding the effectiveness of 
the Salk vaccine in age groups other than those in 
which it has been proved effective. We must wait 
to discover how long immunity will last and how 
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Morning conference concerning child with 
poliomyelitis, Israel. 


often reinforcing doses may be needed. We must 
also watch carefully for the effect that its wide- 
spread use may have on the epidemiology of polio- 
myelitis, since experience in others fields has shown 
us that interference with natural processes on a 
large scale may lead to unexpected side-effects, not 
easy to foresee and sometimes unpleasant. This may 
not arise but we must maintain vigilance. 
Recognition of the theoretical advantages of 
adapting natural processes to our own ends has led 
many scientists to believe that the final conquest of 
poliomyelitis may be achieved in a different way. 
I have already pointed out that there are large 
areas of the world where poliomyelitis infection is 
widespread but where paralysis is rare. In these 
areas, the balance between infection and immunity 
may be considered at present to be almost as favour- 


able as we have been able to achieve by artificial - 


means in many other infectious diseases. We have 
seen that this balance appears to depend on the dis- 
semination of relatively avirulent viruses among 
infants at a very early age. If we imitate this nat- 
ural process artificially, we may be able to achieve 
the same results, or even to improve upon the nat- 
ural balance, because we may be able to ensure that 


all the viruses disseminated are of very low viru-' 


lence, although in nature some of them are fully 
virulent. 

It is evident that the dissemination of living 
viruses, even though they may be shown to be 
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of low virulence in the laboratory, is not a measure 
which can be undertaken lightly. Prolonged and 
painstaking research will be necessary to ensure that 
we can do this with safety. Sabin,’ Koprowski ** 
and his colleagues, and others, have already made 
progress in this field. It would be unwise at this 
early stage to make any prophecies as to outcome. 

Earlier, I indicated that I would again refer to 
the place of hygienic measures in the control of 
poliomyelitis. We now have a vaccine which is 
effective, but not 100 percent effective. Cases occur 
even among vaccinated children and we must do our 
best to prevent them. Recent epidemiological stud- 
ies have indicated that in highly developed com- 
munities, poliomyelitis infection may be concen- 
trated in a relatively narrow stream comprising 
cases and their family contacts, particularly chil- 
dren, and to a lesser extent close extra-familial con- 
tacts; on the other hand, there may be little infec- 
tion in non-contacts in the same neighbourhood. It 
would therefore appear that under these circum- 
stances, quarantine measures concentrated around 
the close contacts of cases might diminish signifi- 
cantly the distribution of infection and so prevent 
a number of cases, That such measures have seemed 
to be ineffective when applied on a large scale in the 
past need not deter us. By analogy with what is 
found in countries less highly developed in their 
sanitation and hygiene now, it is not unreasonable 
to assume that infection was widely disseminated 
even in the most highly developed countries twenty 
to thirty years ago. Furthermore, the temporary 
prevention of early infection twenty to thirty years 
ago only resulted in infection being delayed until, 
as has already been pointed out, it would be more 
likely to produce paralysis. This situation is not 
the same today, since we have a means of artificial 
immunization. Thus the apparent deleterious effect 
of sanitary measures on the incidence of paralysis 
need no longer be feared. 

There are further measures we can take in the 
prevention of paralysis in those patients not com- 
pletely protected by vaccination, In the past few 
years, it has been shown that there are certain pro- 
voking factors which increase the probability of 
paralysis resulting from poliomyelitis infection. The 
most important of these appear to be the effect of 
certain injections, particularly intramuscular injec- 
tions, over-exertion during certain stages of the dis- 
ease, and hormonal changes, such as pregnancy. 

There is now no doubt that certain injections 
will not only cause localization of the paralysis in 
the injected limb but will also actually increase its 
frequency. This can occur only in the presence of 
poliomyelitis infection. A valuable preventive meas- 


ure, therefore, is the avoidance of these injections 
during times of prevalence of poliomyelitis infec- 
tion. We need further information as to the effec: 
of vaccination on the incidence of infection and 
non-paralytic poliomyelitis, but the indications are 
that infection is not prevented, and non-paralytic 
poliomyelitis is not reduced in frequency, by polio- 
myelitis vaccination. The same precautions should 
therefore by taken for vaccinated as for non-vacci- 
nated children. 

Other observations have indicated that over-ex- 
ertion during the illness known as non-paralytic 
poliomyelitis may in some instances be responsible 
for the precipitation and exacerbation of paralysis. 
Where non-paralytic poliomyelitis is suspected, 
therefore, even in a vaccinated child, it would be 
wise to ensure complete rest until the illness is past. 
Furthermore, it should be recognized that, as far as 
we know at present, these children are infectious. 
They therefore may be of danger to uninfected 
persons who are not already naturally immune. 

It is now generally accepted that pregnancy gives 
rise to a special risk of paralysis following polio- 
myelitis infection. This is especially important in 
highly developed countries where a considerable 
proportion of young adults may still be fully sus- 
ceptible to the disease. In many countries, therefore, 
priority has been given for the vaccination of preg- 
nant women, 

Another precipitating factor which is widely rec- 
ognized is that tonsillectomy, and possibly dental 
extractions, are particularly liable to be followed by 
bulbar poliomyelitis if the infection is present. This 
can readily be avoided by carrying out such pro- 
cedures, except in an emergency, at a time when 
poliomyelitis is not prevalent. However, it has re- 
cently been shown that there appears to be an in- 
creased liability to the bulbar form of the disease in 
persons who have had their tonsils removed even 
several years before. Fortunately, vaccination ap- 
pears to be particularly effective in preventing the 
bulbar form of the disease. However, this observa- 
tion must be taken into consideration with the other 
indications for the removal of tonsils. 

It has not been possible in this brief article to 
cover all the problems of the control of poliomye- 
litis, nor to mention the many important observa- 
tions which have brought us so far along the road 
to success. A much more detailed study can be 
found in the WHO Monograph No. 26 on Polio- 
myelitis, That we are now along the road to suc- 
cess there can indeed be no doubt, but many years 
of patient observation will be needed before we 
can conclude that poliomyelitis is finally beaten. 
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International Quarantine 


Yves Biraud, M.D., M.P.H. 


ONG BEFORE THEY UNDERSTOOD how epi- 

demic diseases spread, men recognized their 

communicable character and tried to keep 
them from entering their cities. In 1423, Venice set 
the pattern for island quarantine lazarets, where 
ships suspected of carrying plague from the Levant 
could anchor at a safe distance from the town. In 
spite of its many failures, the system was copied by 
other ports in the ensuing centuries. 

Thus protection against invasion by pestilential 
diseases from abroad was the first object of organ- 
ized public health, and the first health services to be 
established were quarantine services. They often 
served as the nucleus around which grew the na- 
tional health department. In the United States, the 
U. S. Public Health Service is an outgrowth of the 
U. S. Maritime Quarantine Service, which explains 
the association on its official seal of the anchor and 
chain with the caduceus. International health in- 
stitutions also have their origin in quarantine. 

The failure of the most rigorous quarantine 
measures taken independently by the countries of 
Europe to protect the Continent from invasion by 
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both yellow fever and cholera showed the need for 
co-ordination of effort as well as unity of purpose. 

Since the first International Sanitary Conference 
was held in Paris in 1851, efforts at international 
organization became increasingly frequent and ef- 
fective. Quarantine boards of a semi-international 
character were established in Istanbul in 1839 and 
in Alexandria in 1892 to control the spread of 
cholera and plague by shipping passing through the 
Straits and the Suez Canal respectively. In Amer- 
ica, the Pan American Sanitary Bureau was set up 
to co-ordinate action against yellow fever. Finally, 
in 1908, the International Public Health Office was 
established in Paris to set up international quaran- 
tine agreements to control the spread of all pesti- 
lential diseases throughout the whole world. 


It was similarly the menace of the invasion of 


Central and Western Europe by the tremendous 
epidemics of typhus and relapsing fevers which 
raged in the USSR in 1922 which inspired the set- 
ting up by the League of Nations of its Epidemic 
Commission and of its Health Organisation shortly 
after. It is significant also that, in 1943, one of 


the first actions of the United Nations Relief and _ 


Rehabilitation Administration was to draft fresh 
international sanitary conventions. Eventually, the 
PASB, the Paris Office, and the Health Organi- 
sation of the League extended their interest and ac- 
tivities to communicable diseases other than the 
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pestilential ones and to the more positive forms of 
public health work such as rural hygiene, nutrition, 
and so forth, but each of them retained its original 
quarantine functions. 

In July 1946, when the World Health Organ- 
ization came into beng, through a merger of all 
pre-existing international health institutions, the 
first unit to operate was that of quarantine together 
with its necessary adjunct, a service of epidemio- 
logical intelligence. 


Looking back at the past century of international 
efforts towards the prevention of the spread of dis- 
ease from country to country, and at the groping na- 
tional endeavours wh'ch preceded them, it becomes 
clear that success could not be achieved until mod- 
ern scientific knowledge of the etiology of com- 
municable diseases was available, together with in- 
ternational co-operation to put this knowledge into 
coherent action. The epidemic scourges of the 
nineteenth century, the repeated invasions of the 
European, American, and African continents by 
Asiatic cholera, the invasion of North America and 
Southern Europe by yellow fever, and the world- 
wide pandemic of plague which, in the late nine- 
ties, originated in Southern China, were all owing 
to the fact that progress in transportation had pre- 
ceded progress in medical knowledge and public 
health practice. 

The discovery of the cholera vibrio by Koch in 
1888, of the plague bacillus by Yersin in 1894, and 
of the transmission of yellow fever by Aédes aegypti 
by Carlos Finlay in 1901, paved the way for the 
International Sanitary Conventions of 1903 and 
1912, The discovery by Charles Nicolle of the role 
of the body louse as a transmitter of typhus fever 
allowed this disease to be effectively covered by the 
1926 Sanitary Convention. 

The International Sanitary Conventions were 
international treaties which laid down the measures 
which parties undertook to carry out, but not to ex- 
ceed, in order to prevent international transmission 
of pestilential diseases. Notification of the out- 
breaks of these diseases was one of these measures. 
The notifications were formerly issued by the in- 
fected country to local consular officers and trans- 
mitted through diplomatic channels. They could 
hardly be carried fast enough and distributed widely 
enough to allow quarantine measures to be taken in 
time and withdrawn without excessive delays. Some 
progress was achieved with the establishment of 
the International Public Health Office in Paris, 
which allowed centralization; but it was only when 
diplomatic channels were replaced by telegraphic 
communications from and to the national health 
administrations that notifications became effective. 


The League of Nations introduced the use of sys- 
tematic weekly cables on the health situation in 
several hundred ports in eastern waters and of the 
regular weekly broadcast of the information thus 
collected by its Eastern Bureau in Singapore. 

The International Sanitary Conventions, being 
treaties, required ratification by parliaments, which 
took so much time that a fresh convention would 
sometimes be launched before ratification of the 
former was general, There resulted such a confu- 
sion of mutual obligations between States partici- 
pating or not in the various conventions that their 
application became difficult. That is why one of the 
earliest activities of WHO was to prepare, by con- 
sulting a series of expert committees, regulations 
which would unify international quarantine prac- 
tice and bring it into conformity with modern prog- 
ress in science and travel. 

In 1951, the first International Sanitary Regula- 
tions were adopted by the World Health Assem- 
bly, and became applicable the following year in all 
the countries which, during a specified period of 
nine months, had not formally notified the Organ- 
ization of their rejection of them, or of reservations 
to certain articles. The WHO Regulations ensured 
uniformity and simplification of practice which had 
never previously been achieved. Amendments to the 
regulations to meet changing conditions may be 
adopted by the World Health Assembly and be- 
come applicable in the same manner after a speci- 
fied period of time without submitting them to the 
cumbersome and lengthy process of ratification by 
all the parliaments of the world. 


The regulations define the measures that may be 
applied by national quarantine services for protec- 
tion against plague, cholera, smallpox, yellow fever, 
and louse-borne typhus and relapsing fevers. The 
measures specified in the regulations, whether vac- 
cination, detention, or surveillance of passengers, 
disinsectisation, disinfection of their effects and of 
certain cargoes, and so forth, are specified and may 
not be exceeded. They may, however, be dispensed 
with by countries that consider themselves safe. 
Thus a country where cold weather could not allow 
survival of Aédes aegypti may well dispense with 
measures against yellow fever. Measures can be 
taken only against arrivals from local infected 
areas, not whole countries or continents. Again, the 
measures must be withdrawn as soon as the local 
areas have become decontaminated and the danger 
has ceased. The measures must interfere as little as 
possible with international traffic, and since they 
are taken for the protection of the country of 
arrival, they cannot be a source of financial profit 
to that country at the expense of international 
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travellers or shipping, through the requirement of 
sanitary dues, taxes, or bills of health, 

An international traveller coming from a local 
area infected with a quarantinable disease must, on 
arrival in a country receptive to that disease, pro- 
duce evidence in the form of a valid international 
certificate of vaccination that he is effectively pro- 
tected against the said disease, failing which he 
may be submitted to vaccination and to isolation 
until the establishment of immunity following vac- 
cination or until the period of incubation of the 
disease to which he has been exposed is completed. 
It is therefore very much in his interest to be in 
possession of all the required vaccination certifi- 
cates before he actually begins his journey. If an 
individual not only passes through, but stays in, a 
foreign country, he becomes subject to the national 
legislation, which may require him to submit to 
other vaccinations to ensure his own protection. 
Thus some countries in which cholera or typhoid 
are endemic require vaccination against these dis- 
eases from people coming from areas not infected 
with them. This is the reason why air and steam- 
ship companies often require intending passengers 
to submit to vaccinations in excess of the require- 
ments of the International Sanitary Regulations 
applicable to “international travellers.” 


It must be noted that the said regulations specify 
that all countries may require smallpox vaccination 
certificates of such travellers, irrespective of the 
infected state, or otherwise, of their place of origin, 
on account of the fact that all countries and all 
persons are receptive to smallpox in the absence of 
vaccination, which is not true for other quarantin- 
able diseases. 

In order to limit quarantine measures to pas- 
sengers and cargoes coming from local infected 
areas, the medical officers of ports and airports must 
be kept informed constantly of the distribution of 
quarantinable diseases throughout the world. They 
are kept so informed by airmailed copies of the 
Weekly Epidemiological Record issued by WHO 
in Geneva, and by its offices in Alexandria, Singa- 
pore, and Washington. These publications supple- 
ment the daily and weekly epidemiological bulletins 
which are broadcast by the Organization through 
a network of 16 wireless stations covering the whole 
world, These bulletins may be picked up not only 
by health administrations but also by ships at sea, 
so that protective measures can be taken before 
arrival in an infected port. 


It must be recognized that while the vast major- 
ity of countries provide WHO promptly with 
notification of outbreaks of quarantinable diseases, 
others fail to do so because their physicians are too 
few and their administration insufficient to cover 
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effectively the whole of their territories. This is un- 
fortunate, but in practice it does not jeopardize the 
international quarantine system seriously, because 
other countries will regard as potentially infected 
areas those for which information is not rapidly 
available, and also because international travel of 
passengers and goods is practically negligible in 
and from most of the areas not covered by effective 
health services and notifications. 


In spite of its imperfections, the present interna- 
tional quarantine system has, in recent years, proved 
its worth by the considerable reduction in the 
number of outbreaks of cholera, smallpox, and 
plague developed from imported infection. How- 
ever, it must be realized that quarantine protection 
at frontiers, ports, and airports does not provide 
complete protection from the risks of such importa- 
tion. Behind their frontier defences, the countries 
must be made resistant to these diseases, should they 
be introduced. Thus, the danger of cholera will be 
eliminated by protection of water supplies and sew- 
age disposal; of typhus and relapsing fever by per- 
sonal hygiene which will prevent body louse infes- 
tation; of smallpox by systematic vaccination; 
while plague will be largely eliminated by the rat- 
proofing of ships, warehouses, and food stores. 


Thus does the development of public hygiene 
and sanitation allow the suppression of strict quar- 
antine controls which remain indispensable to the 
hygienically less developed countries. 

Theoretically, therefore, international quarantine 
could be regarded as a temporary tool, to be dis- 
pensed with when all countries are developed hy- 
gienically and unreceptive to pestilential disease. 
But although considerable progress is being made, 
this ideal is still far distant, and other methods are 
being applied for the international control of these 
diseases. 

If, to combat yellow fever and plague, the best 
means of preventing international spread are still 
to make the ports and airports Aédes free and rat- 
proof, to disinsectize aircraft and to deratize ships; 


to combat smallpox and cholera, it seems possible. © 


to take an even more positive attitude, A campaign 
of world-wide eradication of smallpox was launched 
in 1955 under the sponsorship of WHO and is 
now under way. As to cholera, its endemic haunts 
are being delineated and methods are being tested 
to control water supplies at costs which would not 
be prohibitive. 


Tt may well be that such attempts to carry active 


warfare into enemy territory may prove more ef- 
fective, and in the long run cheaper, than to keep 
the purely passive attitude of maintaining quaran- 
tine barriers around every country. 
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World Health Goals in Environmental Sanitation’ 


Herman G. Baity, Sc.D. 


© PRESENT THE FORWARD LOOK of environ- 
i mental sanitation in a world-wide frame- 
work is a task which would challenge the 
combined abilities of a statistician, a dramatist, and 
a prophet. I wish it were possible to bring home to 
you a realization of the burden of sickness and 
death from environmental causes that prevails 
among the massed populations of most of the world; 
to you in this country where a single case of typhoid 
fever is a signal for mobilizing the combined re- 
sources of a health department, and where a s'ngle 
case of cholera would produce panic. 


I might describe to you individual pictures, such 
as that of a father carrying in his arms a pitiful 
bundle containing his dead child, striding with 
stony face along the road leading to the sacred 
river, to confide to it all that remains of his love, 
his expectations, and his hopes for his son; or I 
could describe the callousness and indifference, born 
from long habituation to their duty, with which 
men collect each morning the bodies of those home- 
less dwellers of the streets who have died during 
the night just past. 

On a larger scale, perhaps I could attempt to 
give you an account of the needless losses to a na- 
tion from death and from illness in its productive 
population, losses which are staggering to countries 
where economic resources are already woefully in- 
adequate by any standards you can conceive. In a 
single country, for example, in the 1940-1950 dec- 
ade, 2714 million of its people died of diseases 
transmitted by water and food, and in the same 
period almost 20 million were victims of ma- 
laria. If laid head to foot, these pathetic corpses 
would reach twice around the world at the equator. 


*Presented before the Forum Session of “World 
Health Goals” at the third annual meeting of the Na- 
tional Citizens Committee For The World Health Or- 
ganization, November 16, 1955, in Kansas City, Mo. 


Dr. Baity is Director, Division of Environ- 
mental Sanitation, World Health Organiza- 
tion, Geneva, Switzerland. 


This is an appalling sacrifice of life from preventa- 
ble disease, and in a country where the life expect- 
ancy at birth is only 28 years, In such situations, 
the economic burden due to morbidity is even great- 
er than that due to death. 

Even more difficult to delineate is the course by 
which such tragic environmental conditions may 
be improved, in the face of ignorance, poverty, and 
the habits and traditions of the ages. How to get 
even the first toe hold in the long climb from this 
abyss is exceedingly difficult. The World Health 
Organization with the earth as its field has a con- 
stitutional responsibility, and an opportunity, to 
do something to improve this situation. The Or- 
ganization has itself become convinced that sanita- 
tion is problem number one with most of the world’s 
population, and has turned its attention and re- 
sources to the attack. 

Sanitation throughout the world is closely related 
to the general level of development in each area. In 
the least-developed areas (those countries which 
may be described as in the lag phase of develop- 
ment) , sanitation is very poor, or non-existent. Pov- 
erty is an almost universal condition, and funds or 
other material resources are virtually unavailable. 
Trained and skilled public health workers simply 
do not exist at the local or operating level. Igno- 
rance and apathy are the principal forces to be 
overcome. In other areas, one may find a surging 
tide of growth in all fields of economic and social 
interest, and here sanitation programs can begin 
to create substantial improvements. 


There are many reasons why sanitation programs 
have been slow in developing. Frequently there is no 
real recognition of the meaning, the history, and 
the potential of sanitation. The term is used some-. 
times to refer only to excreta disposal. One country 
has put such a limited interpretation on the word 
that the government has established a “National 
Water Supply and Sanitation Program.” Such a 
limited use of the term clearly reveals a lack of un- 
derstanding of the potentiality and the basic inter- 
related elements of a sanitation program. Frequent- 
ly, also, the sheer enormity of the task is so over- 
whelming that a sense of despair prevents any ac- 
tion being started. 
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Another deterrent arises from an expectation that 
is held in many quarters, not excepting some in the 
United States, that if action is delayed at local 
levels, sooner or later a higher level of state or cen- 
tral government will accept responsibility, and in 
some magical way the work at hand may be done 
without cost to the community. 


In the parts of the world where work in rural 
sanitation has been undertaken, the observer is often 
more impressed by the pathetic debris of unsuccess- 
ful projects than by the positive results of success- 
ful undertakings. He wonders why there is often 
such dismal failure in an effort that appears to him 
to be so simple, so promising, and so much to be 
desired by its beneficiaries, It is not only an in- 
structive exercise, but also it is an urgent necessity, 
to examine the reasons for such failures, so that 
future planning can be based on a realistic analysis. 


Some of these unsuccessful efforts are found to 
be isolated projects instead of part of a general 
environmental sanitation program. There was no 
plan into which the project fitted logically as to 
time and place. In others, there was no real integra- 
tion of sanitation into the general health services of 
the country. Not infrequently, projects have been 
started in countries where there was no environ- 
mental sanitation unit in the health organization 
staffed with personnel competent to plan, promote, 
administer, supervise, and follow up the project ac- 
tivities. In other instances, in spite of lip service to 
the virtues of health education, there has been in- 
adequate attention to the education of the public 
who were expected to use the improved facilities, or 
to the enlistment of their active participation in 
construction and maintenance. Often projects have 
been started on such a scale that there was a dearth 
of personnel qualified to carry out the various func- 
tions associated with the projects. Sometimes there 
has been great enthusiasm for a campaign-type of 
activity, with little attention to an adequate defini- 
tion of responsibility for the maintenance of the 
project or for the encouragement of its full use. A 
critical cause of failure has been the absence of a 
fiscal plan for the upkeep of the project and its ex- 
tension into a broader program in the country. 


Under the stimulation and guidance of WHO 
and other international and bilateral agencies, the 
member countries of the Organization are showing 
an upsurge of interest in the improvement of sani- 
tation. This is particularly noticeable in Southeast 
Asia and in Latin America. 


The Government of Ceylon has already em- 
barked on a program for the betterment of rural 
sanitation. A pilot project is under way there to 
show how the present system of dipping water from 
irrigation ponds and shallow pits can be replaced by 
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Plague in India. Villagers lend a hand with 
the baiting of traps for house rats. 


the use of safe wells and springs, and how indis- 
criminate defecation can be stopped by the construc- 
tion and use of proper latrines. This pilot project 
includes the necessary support of health education, 
laboratory services, and statistical evaluation, The 
project is being made a training centre, and from 
it will come the people who, it is hoped, will ex- 
pand similar programs throughout the country 
over a period of some five years. 

India, largely through the stimulation and finan- 
cial support of the American FOA (now ICA), 
has inaugurated a mammoth rural sanitation pro- 
gram involving some 30,000 villages. This plan has 
one particularly desirable feature by which govern- 
ment grants, in their successive allocation to states 
and local areas, are progressively multiplied by con- 
tributions at each level, in an effort to meet the 
costs of this program in an equitable way. Inci- 
dentally, this Indian program affords an excellent 
example of interagency co-operation, where several 


organizations are working together amicably toward - 


a common objective. 


Burma has undertaken a national program for 
the improvement of rural water supply, and has 
set up an effective organization to carry out this 
important work, 

In Latin America, spurred by the successes of 
programs in several areas, country after country 


is seeking aid from WHO in the establishment of © 


national projects. The effective work of such agen- 
cies as the Institute of Inter-American Affairs over 
the past several years has already contributed large- 
ly to the development of country programs, and the 
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demand for expanded services is growing. To illus- 
trate the growth of this demand, WHO, through 
its regional office and the Pan American Sanitary 
Bureau, has been asked to supply engineers within 
the next few months for work in Nicaragua, Ven- 
ezuela, Colombia, Mexico, and Uruguay. 

Not all of the sanitary progress is taking place 
in the less well-developed sections of the world. In 
Europe last summer, a conference on sanitary engi- 
neering education took place at Oxford University, 
an indication of the awakening desire of European 
countries to develop stronger sanitation services in 
their national health organizations. The Nether- 
lands have now appointed a sanitary engineer at the 
ministry level. 

To support this growing interest, WHO has em- 
barked on a program of providing useful and au- 
thoritative information relating to sanitation. A 
manual on the composting of refuse has been com- 
pleted and is being printed at the present time. 
Two other manuals on rural water supply and rural 
excreta disposal are in preparation. On a somewhat 
different level, WHO has undertaken the study of 
existing practice and the drafting of an interna- 
tional standard of drinking water quality, together 
with standard methods of water analysis, which can 
be recommended to all governments for their ac- 
ceptance and use. Another manual, of great interest 
to the aviation industry and to international trav- 
ellers, will deal with the hygiene and sanitation of 
international airports. 


Progress in health improvement in the under- 
developed areas is necessarily slow. This is partic- 
ularly true of sanitation in the rural regions, where 
its significance must be learned, habits changed, 
and facilities built and used. No very great changes 
may be expected in less than a generation, because 
they must depend primarily upon the rising genera- 
tion, But to look ahead for a period of, say, five 
years, it is not too much to expect of governments 
that they set the stage for the coming drama by 
doing at least the following basic things: 


1. Recognize the real benefits of sanitation 
to the health and well-being of their people. 
2. Establish a sanitation unit within the na- 
tional health service of the country, commen- 
surate with the country’s needs and resources, 
and staff it with personnel competent to plan 
and direct all phases of work in this field. 

3. Integrate sanitation properly with other 
public health undertakings, and see that first 
things come first. 

4. Develop a long-range plan of sanitation for 
the country as a whole, into which projects 
and programs may logically be fitted as to time 
and place. 

5. Realize that it is possible to do something 
helpful in environmental sanitation under any 
conditions and under any budget, and that the 
simplest things are usually most important. 
6. Select a point of beginning, always the 
most difficult step in such an undertaking, and 
outline an orderly progression of work and 
objectives. 

The interest of WHO in the field of sanitation 
has been affirmed time and again by its governing 
bodies. But WHO is not the doing type of agency. 
Its functions are essentially stimulative, advisory, 
and demonstrational. It has a small budget and 
employs relatively few people. WHO cannot by 
itself make much impression upon the world-wide 
task in sanitation that needs so desperately to be 
done. It depends upon the united support and co- 
operation of its member states, other international 
agencies, and individuals from every walk of life. 
It is not a supranational health agency, clothed with 
unique authority and power. It is instead an asso- 
ciation of states, organized for co-operative effort, 
and as such it provides an unparalleled opportunity 
for bringing knowledge, skill, experience, and means 
from the more highly-developed parts of the world 
to bear upon the forces of ignorance, apathy, pov- 
erty, and despair which have so long imposed a 
cruel burden upon less fortunate areas. 
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Venereal Disease Control Programme in India 


R. B. Tampi, M.B.B.S. 


HE CONCEPT of the venereal disease control 

} program in India in its present form is of 

recent origin. Even though clinic and treat- 
ment facilities have been in existence in the larger 
cities and teaching institutions, there were few or 
no facilities for a broader control programme, in- 
cluding epidemiological work, and for the treat- 
ment of larger groups of population in the rural 
parts, in some of which disease was prevalent. 

A preliminary survey, carried out in April 1949, 
discovered an area of high incidence of syphilis in 
Himachal Pradesh in North India. Treatment and 
diagnostic facilities were inadequate. Facilities for 
both undergraduate and postgraduate training in 
this specialty were limited. Even where such facil- 
ities existed, the bias was toward the clinical aspect. 
The practicability of mass campaigns against the 
venereal diseases and of reducing their incidence by 
using antibiotics and the simpler serologic tech- 
niques was demonstrated in other parts of the world. 

It was in this context that the WHO in collab- 
oration with the Government of India and the 
Government of Himachal Pradesh established in 
May 1949 a VD demonstration team with head- 
quarters at Simla. The main objectives included the 
establishment of a VD diagnostic laboratory, dem- 
onstration of the efficacy of antibiotics in the treat- 
ment of venereal diseases in an economic and ambu- 
latory manner consistent with the resources of the 
country, evolution of a standard technique for the 
field operations in VD campaigns, and training of 
medical and auxiliary personnel from the different 
states in India and other areas in this specialty. 

The team consisted of international staff and a 
matching team staff. All the necessary clinical, lab- 
oratory, and health educational equipment and pam 
(procaine penicillin G in oil with aluminum mono- 
stearate) were supplied by the WHO. The VD 
laboratory and main clinic were established in 


Dr. Tampi is Venereologist, Safdarjang 
Hospital, New Delhi, and Adviser on VD to 
the Government of India. 
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Simla. In 1950, a subsidiary unit was also set up in 
Nahan, the headquarters of one of the districts 
in Himachal Pradesh. The Simla clinic and labora- 
tory were used as the base for subsequent field sur- 
veys and mass treatment programmes in the interior 
parts. The team also carried out certain sampling 
serologic surveys in areas outside Himachal Pra- 
desh. In Himachal Pradesh, the seropositivity de- 
tected varied from 10 to 50 percent, One of the 
areas with a high incidence of seropositivity and 
clinical syphilis was chosen in November 1949 for 
a mass treatment demonstration. Concurrently with 
mass surveys, the team also gave treatment with 
PAM to the infected cases. 

In December 1951, the WHO VD Demonstra- 
tion Team was withdrawn, leaving the work to the 
VD Organization Himachal Pradesh to continue. 
Two more sub-units were formed and set up in the 
two other districts of Himachal Pradesh with the 
aid of UNICEF field equipment. By the end of 
1952, all the staff for the sub-units were trained 
and posted. Four full units were thus functioning 
from 1952, doing both clinic and field work. 

The consolidated available figures of the total 
number of new cases tested in Himachal Pradesh 
during the different years is given below: 


16,844 
11,278 
21,608 
46,231 


Syphilis was the most common of the venereal . ° 


diseases present. The following represent the pro- 
portion of the more important venereal diseases 
seen in the clinics in Himachal Pradesh: 


Disease Percent 
8.00 
Granuloma inguinale ............. 1:29 
Lymphogranuloma venereum 

0.75. 


In 1949, the effect of streptomycin in the treat- 
ment of granuloma inguinale was demonstrated by 
the team for the first time in the area. As the work 
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progressed, the problem arose of overcoming cer- 
tain superstitions and misgivings of the people re- 
garding bloodtaking. The initial hostile attitude 
gradually changed and now people come forward 
more freely for tests and treatment. 


Training of the teams for the different states was 
an integral part of the programme of the WHO 
VD Demonstration Centre. From December 1949 
to September 1951, training was given to 60 persons 
in various aspects of the work. The course was for 
three months for all categories of personnel and 
included field training. Each team consisted of a 
clinician, serologist or technician, and a nurse or 
social worker. UNICEF agreed to supply each 
trained team with a set of serologic equipment, an- 
tigens, and pam for the treatment of women and 
children, subject to certain “matching” commit- 
ments being fulfilled by the state governments. To 
date, 18 such centres have been equipped. 


In 1953, about 100,000 new cases of syphilis 
were treated by these WHO/UNICEF assisted 
VD centres in India. The cumulative effect of the 
measures employed is seen in the reduction of the 
reservoir of infection in the areas of high inci- 
dence. This was particularly demonstrated in the 
Ghund area in Himachal Pradesh.* 

In November 1949, the original treatment with 
PAM was given to all available individuals. Prior 
to that, about 12 patients with syphilis used to re- 
port for treatment in the local dispensary every 
month, The area has been under close and periodic 
supervision and, by 1953, it was noted that hardly 
a single new case was coming, apart from those rare 
instances imported from adjoining areas. There 
has also been a marked lowering of the sero-positiv- 
ity rate and lessening in the quantitative titres of 
those previously treated. Another effect noted was 
that numbers of families who had had no children 
before had begun to have them. 

In Himachal Pradesh, the treatment and testing 
are free to all patients and the whole structure of 
VD control measures has been integrated into the 
existing health services. The bloodtaking facilities 
have also been gradually extended to all the outly- 
ing hospitals and dispensaries, and a scheme has 
been evolved to mail specimens in merthiolated 
tubes to the nearest VD laboratory. Case-finding 
measures were also expanded by routine serologic 
tests on all hospital admissions, antenatal patients, 
and selected outpatients in the bigger headquarters 
hospitals. During field operations, the aim was for 
quick and wide coverage of the population in the 


*Bull. Wid Hlth Org. 5: 377-439, 1952, and Bull. 
Wid Hith Org. 7: 83-101, 1952. 


area. Wherever possible, revisiting of the areas was 
arranged. 

Health education and contact tracing work were 
also developed by the team in Simla. It was the 
experience of the team that the maximum benefits 
from VD programmes could be obtained by a con- 
current improvement in the environmental hygiene 
and social habits of the people. In the hilly parts, 
some of the social habits are particularly conducive 
to spread of venereal diseases. 

The role of the laboratory diagnosis of venereal 
diseases was particularly stressed in all the pro- 
grammes, The Meinicke and vprt tests were found 
simpler and easier to perform than others, and par- 
ticularly suitable for routine work and in field op- 
erations. The UNICEF equipment given to the 
teams was designed to allow the performance of 
these tests. The importance and urgent need for 
standardization of the testing procedures in this 
country was discussed at a serologic conference 
arranged by the Regional Office of the WHO in 
November 1951. During the same conference, the 
necessity for a uniform policy in the training of 
laboratory personnel, particularly laboratory tech- 
nicians, was also discussed. 

In order to meet future requirements of essential 
items for VD control work, the Government of 
India with the assistance of the United Nations 
Technical Assistance Fund has started a penicillin 
production unit and cardiolipin antigen unit. This 
will go a long way to help the expansion of VD 
control projects in India, 

The foundation and methodology for a VD con- 
trol programme in India are now set. With the 
generous assistance and guidance of the WHO/ 
UNICEF and the medical and non-medical serv- 
ices of the country, it is a suitable opportunity to 
utilize the experience so far gained and implement 
a positive program on a wide scale. With the pres- 
ent knowledge and application of modern princi- 
ples, it should be possible to reduce the incidence 
of venereal diseases in this country. 

WHO/UNICEF are also helping this country 
in fighting allied diseases, as in the yaws control 
programme. These programmes are at present in 
operation in the states of Madhya Pradesh and 
Hyderabad. Activities in Andhra State are ex- 
pected to commence shortly. 

A WHO team consisting of a serologist, a public 
health nurse, and a medical social worker (pro- 
vided by UNTAA) was working with the up- 
graded VD Department, Government General Hos- 
pital, Madras, from mid-1952 to the end of 1953. 
WHO has further provided equipment and sup- 
plies to this centre, and training facilities in the 
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Fig. 1. An Indian woman doctor working with the WHO VD control team takes a blood sample from 
a woman patient. All the samples are subsequently tested in the team’s laboratory and records are kept of 
each patient’s progress. Fig. 2, The team leader explains how one single injection, given by the team three 
months before, has healed this farmer’s shoulder blade. For years previously, the whole shoulder had been 
covered with a running sore caused by syphilis, He has now had a second penicillin injection. 


various aspects of VD control are now available 
at Madras, 

A yaws control programme in Coimbatore dis- 
trict, Madras, and a mass VD control programme 
in Jammu, with possible WHO/UNICEF assist- 
ance, are under the active consideration of the state 
governments concerned. 

In conclusion, the following by Bauer* is quoted: 

“Towering above all other results, real or poten- 
tial, of international treponemal and venereal dis- 
ease control is the prospect that the massive preva- 


*Bauer, T. J., Half century of international control 
of venereal diseases, Pub. Health Rep. 68: 779-787, 
Aug. ’53., 
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lence of these diseases may be cut down and possibly 
eradicated in large areas. Both in the terms of hu- 
manitarian objectives and of economic improvement 
of the areas involved, this prospect has very broad 
ramifications indeed. 

“It has been pointed out that treatment alone 
has never eradicated a disease on a global scale; 
neither has vaccination nor environmental sanita- 
tion. But history abounds with instances of disease 
controlled by public health methods, and WHO's 
experience with mass treatment of venereal and 
treponemal disease encourages the belief that con- 
trol and possibly eradication of these infections can 


be achieved.” 
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Some Aspects of International Health Work 


M. G. Candau, M.D., M.P.H. 


N JuLy 22, 1946, just ten years ago, the 

Constitution of the World Health Or- 

ganization was signed by the representa- 
tives of 61 countries attending an international 
health conference which had been called in New 
York for that purpose, The great majority of these 
signatures however were subject to ratification by 
the governments concerned, and the conference 
agreed that an interim commission should be set 
up to carry on the more pressing of the functions 
of an international health organization until the 
constitution came into effect. It was not until April 
7, 1948, that the required number of ratifications 
(from 26 member states of the United Nations) 
were secured. It will not be until 1958, therefore, 
that che Organization officially celebrates its tenth 
anniversary. 

Ten years have nevertheless passed since the de- 
cision was taken to set up WHO, and the time 
may be opportune to look briefly at some of the 
achievements that the Organization has to its credit, 
and to review some of the changes and shifts in 
emphasis that have resulted from the inevitable 
trial and error period of its early years. 

There is one important area of international 
health work in which WHO has been able to profit 
from the experience of earlier health organizations. 
This includes many world-wide health services 
which benefit all countries alike, and also, ulti- 
mately, industry, trade, and communications. 

For seventy years after the first international 
sanitary conference met in Paris in 1851, quaran- 
tine measures were the one and only health matter 
dealt with internationally. It was not until a cen- 
tury later, in 1952, that comprehensive sanitary 
regulations, agreed to by the great majority of 
WHO member states, brought a reasonable meas- 
ure of order into what had been a chaotic situation, 


Dr. Candau is Director-General of the 
World Health Organization. 


and opened up a prospect of protecting all coun- 
tries against the introduction of pestilential dis- 
ease, while at the same time ensuring the widest 
possible freedom to travellers, and the least possi- 
ble delay in international freight transport. 


Other fields in which WHO has carried on work 
begun by earlier international organizations are the 
analyses of vital and health statistics from all coun- 
tries, the establishment of international standards 
for drugs and biologicals, the publishing and keep- 
ing up-to-date of the “Pharmacopoea Internation- 
alis,’ and the “International Statistical Classifica- 
tion of Diseases; Injuries and Causes of Death.” 
Then there are also the various types of scientific 
and technical publications of WHO, devoted to 
reviews of subjects of importance to international 
health and medicine. Readers may possibly be fa- 
miliar with some of them, such as the “Bulletin of 
the World Health Organization,” “The Interna- 
tional Digest of Health Legislation,” “The Weekly 
Epidemiological Record,” “The Monthly Epidem- 
iological and Vital Statistics Reports,” as well as 
the WHO monographs on specific health topics. 


All these are, as it were, the traditional duties 
of an international health organization, and in most 
of them WHO has simply made some advance on 
work already initiated by the Paris Office interna- 
tional d’Hygiéne publique, the Health Organiza- 
tion of the League of Nations, and the U.N. Re- 
lief and Rehabilitation Administration. 


Work of a much more pioneer character has 
been that of WHO's advisory services to individual 
countries. Faced by a multitude of urgent health 


problems, some of them practically world-wide and 


some confined to certain regions only, the Organ- 
ization was obliged to begin with the most obvious 
need of most of its member countries—the fight 
against widespread and economically-important dis- 
eases such as malaria, the trepanematoses, and tu- 
berculosis. But it quickly became apparent that 
the control of individual diseases, important though 
it was both for the country concerned and for the 
Organization which thus quickly gained in standing 
because of the spectacular nature of some of the 
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results achieved, was a very small contribution in- 
deed towards the objective which WHO had set 
itself: “The attainment by all peoples of the high- 
est possible level of health.” More and more in re- 
cent years, WHO programmes of direct assistance 
to its member countries have therefore been aimed 
at strengthening their own national health services. 
Whether they are centralized at headquarters or 
carried out through the six regional offices, most of 
the co-ordinating and leadership functions of 
WHO are directed towards this all-important ob- 
jective. This is reflected in the growing development 
of inter-country education and training programmes 
for medical and other health personnel, and efforts 
generally to extend the exchange of medical and 
scientific information among member countries. 
The widening scope of activities sustained by the 
Organization to help countries to cope with the 
acute shortage of adequately trained health person- 
nel can be measured by the fact that, in the last 
two years, more than 40 percent of our projects in 
all regions were mainly concerned with education 
and training. In addition to providing assistance in 
the establishment or improvement of medical 
schools, nursing schools, and other training and re- 
search institutions, WHO experts and consultants 
are reviewing their curricula and, what is even more 
important, their effectiveness in relation to local 
health needs. Indeed, it should by no means be as- 
sumed that methods of education already estab- 
lished in a given area, are automatically suited to 
other areas where public health problems may b= 
entirely different. In areas where 85 percent of the 
population is undernourished, where villagers are 
badly housed, and elementary sanitation is lacking, 
the general practitioner of medicine will need other 
qualifications than, for instance, familiarity with 
the latest techniques in x-ray diagnosis, electro- 
encephalography, electrocardiology, and so forth. 

However, it remains generally true that, subject 
to the necessary modifications and adaptations, ex- 
perience gained in one area can be usefully applied 
in others, Seminars, conferences, study groups, and 
study tours arranged on a regional or inter-regional 
basis are therefore considered to be increasingly 
useful as vehicles for the exchange of scientific in- 
formation and experience, in addition to providing 
inspiration and stimulus to their participants for the 
promotion of health improvement. 

The reader may be interested to learn about some 
of the conferences held in 1955 to promote medical 
education. In New Delhi, 132 medical education 
experts gathered to examine the type of training 
needed to resolve India’s shortage of medical man- 
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power. A conference held in Chile, and attended 
by deans and professors from 40 medical schools in 
South America, discussed the teaching of pre- 
ventive and social medicine, The same subject was 
also investigated by a group of medical educators 
from six countries who visited Egypt. 

One example will illustrate the value of inter- 
national training courses. The anaesthesiology 
training centre in Copenhagen has been in existence 
for five years, and we now have some indication of 
the results obtained. The effect on Denmark was to 
accelerate the development of anaesthesiology as a 
separate discipline. There are now five anaesthesiol- 
ogy departments in Copenhagen hospitals, and 
about 20 chief anaesthetists in the country as a 
whole. During the last five years, the centre has 
trained 127 anaesthetists from 24 countries in 
Europe and the Eastern Mediterranean Region. 

The awarding of fellowships is one of the most 
important ways in which WHO tries to improve 
medical education and training. Since the creation 
of the Organization, more than 5,000 fellowships 
have been awarded to physicians, nurses, sanitarians, 
and other health workers. The truly international 
character of this programme is revealed by the fact 
that during a one year period, 1,100 Fellows were 
received by 577 institutions in 42 countries. 

In discharging its new responsibilities in the field 
of nuclear energy, the Organization will greatly 
benefit from methods and techniques already 
evolved in other fields, during the last few years, 
for the training of personnel, the dissemination of 
scientific information, and the stimulation and co- 
ordination of research. All this experience will be 
carefully applied to the two main types of activity 
WHO is to carry out with regard to the develop- 
ment of nuclear energy: the first relating to the 
use of radioisotopes in medical research, and in the 
diagnosis and treatment of disease; the second 
aimed at protection against the risks of radiation. 
In 1955, the Eighth World Health Assembly as- 
signed priority to the latter, and there is a partic- 
ularly urgent need for public health personnel to 
acquire scientific knowledge of all the implica- 
tions of the use of nuclear energy. In addition, there 
will be an increasing demand for trained personnel 
in the field of protection in atomic plants, re- 
search institutions, and hospitals using radiation 
techniques. 

It is essential to realize that, with the increased 
use of nuclear energy, protection against radiation 
becomes a serious public health problem. Man has, 
of course, always been exposed to natural radia- 
tions but, as time goes on, the ambient radiation 
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Boy in village of Farimaneh, Iran, is dusted 
with BHC insecticide. All the 400 villagers, to- 
gether with their clothing and bedding, receive 
this treatment regularly to destroy typhus-car- 
rying lice. 


level will be considerably raised by artificial sources, 
unless these are controlled. It is possible that this 
intensification of background radioactivity will have 
some somatic and genetic effects on mankind as 
soon as a large proportion of the world population 
is exposed to it. For the time being, the danger is 
still very small; but if we are to cope with it be- 
fore it becomes significant, we need better quantita- 
tive data on the effects of radiation on mankind. 
Since it will obviously take a long time before firm 
conclusions can be reached and implemented, it is 
necessary to envisage at once a world-wide study of 
both somatic and genetic effects. Here WHO will 
play its customary role by stimulating research, co- 
ordinating national programmes, and helping in the 
standardization of methods and techniques, in order 
to make the results obtained comparable at the 
international level. 

At the International Conference on the Peaceful 
Uses of Atomic Energy, which took place in 1955 
in Geneva, a number of scientists from various 
countries emphasized the need for co-ordination by 
an international organization, 

In the all-important field of training, a first step 
was taken by WHO by sponsoring an international 
training course on protection against radiation, or- 
ganized by the Swedish government in co-operation 
with the U. S. Atomic Energy Commission. A se- 
ries of lectures and demonstration courses was given 
by nuclear scientists from the United States, Swe- 
den, the United Kingdom, and France. They were 
attended by physicists and physicians from ten 
countries, specialists in radiation work, who were 
anxious to obtain further knowledge on health prob- 


lems arising from the ever more complicated ap- 
paratus used in nuclear physics. 

In the field of communicable diseases, one im- 
portant problem WHO is facing is the possible 
development of resistance of several disease carriers 
to insecticides. The Organization is at present stim- 
ulating and assisting research work to ascertain 
whether the routine use of insecticides in louse con- 
trol may not lead to an increasing degree of resist- 
ance. Should this be the case, urgent action will be 
necessary to achieve control of typhus before re- 
sistance by lice impairs the efficiency of insecticides. 
Similarly, the study which is now being undertaken 
on the possible development of resistance in Aédes 
aegypti mosquitoes will determine future control 
operations carried out against yellow fever. 

While in the case of typhus and yellow fever it 
is fortunately still not certain whether the vectors 
will acquire a significant degree of resistance to in- 
secticides, the capacity of various malaria carrying 
anopheline species of mosquito to acquire resist- 
ance, after some years of exposure to insecticides, at 
least in some areas, seems to be an established fact. 
There is also the expectation that, in the future, 
new substances will be discovered which will kill 
insects which have acquired resistance to chlorin- 
ated hydrocarbon insecticides. At the present stage 
of knowledge, however, resistance constitutes a 
problem for which the only solution is to aim at the 
eradication of malaria in the shortest possible time, 
whenever this is technically feasible. In view of this 
situation, the Eighth World Health Assembly, held 
last year in Mexico, adopted a resolution which 
“requests governments to intensify their plans of 
nation-wide malaria control so that malaria eradi- 
cation may be achieved and the regular insecticide 
spraying campaigns safely terminated before the 
development of resistance to insecticides in ano- 
pheline vector species materialises.” 

As a consequence of the fact that the achieve- 
ment of malaria eradication appears quite possible 
in most of the malarious regions of the world (with 
reservations, however, as regards tropical Africa) , 
new duties are being laid upon governments as well 
as upon WHO. It is clear that no single interna- 
tional organization can do more than stimulate 
and support government action in this vast en- 
deavour. Governments must then provide the means, 
knowing that, if eradication is achieved after a few 
years, malaria control expenses will then be reduced 
to a low maintenance level amounting to only a frac- 
tion of what active control costs now. For its part, 
the Organization shall, according to the resolution 
of the Assembly, “take the initiative, provide tech- 
nical advice, and encourage research and co-ordina- 
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tion of resources in the implementation of a pro- 
gramme having as its ultimate objective the world- 
wide eradication of malaria.” For this purpose, spe- 
cial credits were earmarked from the regular 
budgets for 1955 and 1956; and, moreover, the es- 
tablishment of a special account, to be credited 
with voluntary contributions, either in currency or 
in kind, whether in the form of services or supplies 
and equipment, was authorized by the Assembly. 
Furthermore, UNICEF, which gives material help 
to many disease control programmes, now seems de- 
cided to give more generous aid to those aiming at 
malaria eradication. 

The example of malaria shows that, even in 
regard to what we may call the old, traditional dis- 
ease problems, it is the duty of WHO to keep 
pace with current scientific developments and pro- 
gressively to modify its approach to specific dis- 
eases in the light of both new discoveries and the 
changes which may occur in epidemiological condi- 
tions. In our struggle to achieve world-wide health 
and prosperity, there is no room for complacency. 
We must be constantly on the alert and ready to 
attack any new problem which arises. 

Now I should like to turn for a moment to a 
problem which has been very much in the headlines 
lately, poliomyelitis. There is evidence that this in- 
fection has been present in the world for thousands 
of years; yet, until 50 or 60 years ago, it was re- 
garded as a medical curiosity. Then, in the early 
years of this century, there were some disturbing 
epidemics, mainly in Scandinavia and North 
America, but the average incidence over the years 
did not increase alarmingly and in most parts of 
the world the disease remained rare. During the 
past twenty years, all this has changed; epidemics 
have become both more frequent, and more serious, 
and have affected countries and peoples previously 
spared. And, instead of affecting infants only, the 
disease has begun progressively to affect children, 
adolescents, and adults, in whom it tended to be 
more severe. We now know that the virus is widely 
spread throughout the world but that, for various 
reasons, the probability of the occurrence of epi- 
demics and the average age of the patients both 
tend to increase, as countries improve their social 
and hygiene practices and their living conditions. 

Poliomyelitis is therefore now, actually or poten- 
tially, a world problem. In many areas, it is not yet 
a serious problem; but we must, if possible, prevent 
it from becoming one. 

In another field, development in the chemother- 
apy of tuberculosis was reflected in a change of em- 
phasis in WHO's approach to this disease in 1955. 
While the Organization continued to assist BCG 
mass vaccination campaigns as well as teaching and 
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The Government of the Philippines has 
launched a nation-wide campaign against tuber- 
culosis, Nurse inside van presented by UNICEF 
prepares boy for roentgen ray examination. 


training centres in a number of countries, it was 
confronted with new tasks as a result of recent 
trends in dealing with tuberculosis. More and more 
countries are turning to WHO for information and 
advice on the use of ambulatory treatment as a 
control measure. In addition, the need for more 
accurate information on the prevalence of tuber- 
culosis is being more generally recognized. 


The Organization is thus concentrating much of 
its effort on developing satisfactory techniques for 
surveys of tuberculosis; on helping governments to 
carry out such investigations; and on studying how 
simple, economical control measures can be fitted 
into the ex’sting public health programmes. 

During 1955, assessment and survey teams were 
working in the Eastern Mediterranean, Southeast 
Asia, Western Pacific, and African Regions; and, 
at the same time, preparations were made for joint 
studies of the effects of domiciliary treatment with 
anti-tuberculosis drugs, to be undertaken in 1956 
in conjunction with the Indian Council of Medical 
Research and with the assistance of the British 


Medical Research Council. 


To turn to yet another problem, the theme 

changes in health services necessitated by the age- 
ing of populations,” which was chosen as the sub- 
ject of technical discussion for the 1955 session of 
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the European Regional Committee, is typical of the 
kind of question with which WHO is increasingly 
concerned in the highly industrialized countries. 
The discussions covered the need for skillful and 
special measures of rehabilitation of the aged; the 
therapeutic value of selected, paid employment for 
old people; and the role that central administra- 
tions can play in promoting research into, and 
studies of, various features of the ageing process. 
The fact that in Germany, for example, the num- 
ber of people over 65 years has now reached 10 
percent of the whole, shows that these problems 
affect an important proportion of the population. 

Another group of diseases which have assumed a 
dominant role as causes of morbidity and mortality 
in many countries of Europe and America include 
cancer, cardiovascular diseases, diabetes, and rheu- 
matism. The study group convened by WHO in 
1955 to examine atherosclerosis, and particularly 
its association with ischemic heart diseases, is a 
first manifestation of the Organization’s concern 
with this type of illness. As to cancer, WHO's 
work in the future will be guided by the advice it 
receives from a consultant group on the ways in 
which the Organization can effectively assist and 
complement the vast national efforts being carried 
out in this field. 

However, the most serious health problem in 
economically well-developed countries remains men- 
tal health. The preventive and therapeutic psychia- 
try of children continued to be the main object of 
WHO?’s mental health programme. The third ses- 
sion of the Study Group on the Psycho-Biological 
Development of the Child was held in Geneva in 
February, and arrangements were made for the 
proceedings of the first two sessions to be published 
by a commercial firm. 

Another study group, which met in London in 
October, discussed the various aspects of juvenile 
epilepsy and considered the establishment of com- 


munity programmes for epileptic children. 

Finally, as a follow-up to the seminar which met 
in Amsterdam in 1953, a study group was convened 
in 1955 to examine mental health problems in dif- 
ferent countries, and the practical difficulties of ap- 
plying principles of mental hygiene to public health 
services. One of the conclusions reached by the 
study group was that mental hygiene work in public 
health should not be considered as a specialized 
job and that, therefore, the key to the situation 
lies in the training of the future physician, and of 
all members of the public health services, including 
nurses and social workers in mental health. 


In the preceding pages, I have attempted to give 
some examples of the potentialities, problems, and 
also limitations of the Organization in achieving 
the long-term objectives it has set for itself. Eight 
years are but a short moment in the life of an Or- 
ganization with such a wide objective, but there is 
already unmistakable evidence that the work car- 
ried out by WHO since its creation is yielding 
important results. Throughout the five continents, 
experts and teams of WHO are today assisting na- 
tional health authorities to develop and perfect their 
means of controlling disease and of ensuring better 
health. Thanks to a great number of health proj- 
ects undertaken, individually or collectively, by the 
countries which have joined WHO, there is fresh 
hope today for the great majority of the population 
of the world, whose strength to live and capacity to 
work are still undermined by ill-health. And, above 
all, for the first time in history, a world-wide organ- 
ization is today endowed with powers of direction 
and co-ordination in health matters and can thus 
see to it that internationally available means are 
used in the most economical and most effective way. 

I am convinced that with the increasing co- 
operation of all Member States, the World Health 
Organization will continue to discharge the func- 
tions assigned to it by its constitution and will thus 
be able to play its full role in the building of a 
healthy and prosperous world community. 
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Leprosy in the Western Pacific Region 


EPROSY IS FOUND in all the countries of the 

Western Pacific Region, from Japan and 

Korea in the extreme north to the Maoris 
of New Zealand in the extreme south; from Singa- 
pore in the west, eastward to the islands of the mid- 
Pacific. It is not, of course, an equal problem 
throughout, for it most prevalent in the less-de- 
veloped areas where there is a low standard of liv- 
ing and a minimum of popular education and social 
enlightenment. 

The countries where leproy is most prevalent 
are, all too often, the very countries where accu- 
rate statistics are most difficult to obtain. In Viet- 
nam, Cambodia, and Laos, in Sarawak and North 
Borneo and in the two halves of New Guinea, for 
instance, it is known that leprosy is a problem of 
sufficient magnitude to merit attention, but how 
big the problem is is not certainly known. 


In the Table, however, are shown some figures 
which are of sufficient accuracy to be worth dis- 
cussion, and they demonstrate two principles of 
general importance: as one moves from the tem- 
perate through the tropical to the equatorial zone, 
the prevalence of leprosy rises markedly and the 
percentage of lepromatous cases falls. This is in 
line with observations made in Africa indicating 
that darker skinned races are more liable to con- 
tract leprosy and also to contract the tuberculoid 
form. In the Western Pacific Region, it is only in 
the equatorial zone that one finds high prevalence 
rates. Even in Korea, a country suffering severely 
from the after-effects of war, the prevalence (based 
on government estimates) is only 2 per thousand; 


Dr. Roberts is Regional Tuberculosis Ad- 
visor, WHO Regional Office for the West- 
ern Pacific, Manila, Philippines. 
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considerably higher than Japan, it is true, but con- 
siderably less than the Solomon Islands. In Aus- 
tralia, the disease is endemic among the black- 
skinned aborigines in the northern part of the con- 
tinent; in New Zealand, a few cases were reported 
annually among the brown-skinned Maoris. It is 
practically unknown among the white population. 


Surveys. Strictly speaking, only a properly 
conducted survey can reveal the true prevalence, 
and only repeated surveys can show the true inci- 
dence and the trend, upwards or downwards, of the 
prevalence. Intensive surveys} have been conducted 
in the Philippines by the Leonard Wood Memorial 
and have given information unmatched anywhere 
in the world; and extensive surveys} have been 
carried out in a number of places, notably in cer- 
tain Pacific islands, where a relatively small and 
circumscribed population renders the work not too 
difficult and expensive. Although leprosy surveys 
still have their place, it seems likely that they will 


TABLE 

CASES Estimated 

Coun- Estimated Cases per 1,000 Percent 

try Known Total* Population* Lepromatous 
Japan .11,.206 —‘15,000 0.17 62 
Philip- 

pines 10,673 20,000 0.95 426° 
Solomon 

Islands 1,000 2,000 20.00 20 (approx ) 


*Where estimates differ, the latest official (govern- 
ment) one has been used. 

**Percentage found in intensive field surveys. Of 
all those registered, 34.2 percent are lepromatous. 


+An intensive survey is one where 100 percent, or 
almost 100 percent, of the population are examined 
in a small geographic area. An extensive survey is 
one where only sample groups, believed to be more 
or less representative of the whole population, are ex- 
amined in a larger geographic area, 
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be less essential than formerly. Modern mass chem- 
otherapy has opened a vista of treatment campaigns, 
automatically combined with extensive surveys, and 
based on the mobile worker and the domiciliary 
patient. And such campaigns make it appear that 
the purely epidemiological survey may be an un- 
necessary expense in the future. 


As regards upward or downward trends, it is 
known for certain that the incidence is declining 
in certain parts of the Philippines; it is believed 
to be declining in some other areas (Japan, Singa- 
pore) and to be worse now than 20 years ago in 
others (the Solomon Islands). In this region, 
Muirt’s dictum: “The two main signs that leprosy 
is diminishing in an area are a high lepromatous 
rate and a low child rate” has not proved very 
reliable. In a considerable number of countries and 
territories, any estimate of the trend can be no more 
than a guess. 


Before the sulphone era, leprosy control was 
based on segregation, often compulsory, mostly in 
leprosaria. Some of these were small, containing 
perhaps only a dozen patients, while others were 
very large; Culion, for instance, cared for 7,000 
persons. Among the best known were Makogai in 
Fiji, the Leonard Wood Memorial in the Philip- 
pines, and Sungei Buloh in Malaya. Specific treat- 
ment was relatively ineffective and the leprosaria 
accomplished little more than isolating a fraction 
of the total number of cases, carrying out an im- 
portant volume of research work, and causing wide- 
spread concealment of the disease through fear of 
compulsory segregation. 

After World War II was over, the inflated cost 
of goods and services forced governments to recog- 
nize certain facts which formerly had been mostly 
glossed over. First, the cost of leprosaria was out 
of all proportion to their value in a total control 
programme; and second, because they could deal 
only with a small proportion of the total patients 
and because they too often led to concealment of 
disease among the remainder, they were unlikely to 
make a significant reduction in the leprosy prob- 
lem as a whole. In Korea at one period, no less 
than one third of the total health budget was spent 
on the upkeep of leprosaria and in the Philippines 
a formidable sum was needed annually. 

It was indeed fortunate that medical research at 
this point placed in our hands a specific remedy 
which could, in many cases, render infectious cases 
noninfectious and which could be administered on 
a large scale to outpatients. 


Sulphones are being used in institutions and dis- 


pensaries throughout the Region, in the usual doses 
and with the usual adjuvant drugs, such as ferrous 
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sulphate, and with much the same results as have 
been reported from other parts of the world. For 
the first time, a specific remedy for leprosy is avail- 
able; for the first time, the patients can see them- 
selves and each other getting better; and for the 
first time, they are coming forward, voluntarily and 
in large numbers, for treatment. 


It was to take advantage of this development 
that WHO and UNICEF decided to assist govern- 
ments to set up case-finding and mass treatment 
programmes on a domiciliary basis. In the Philip- 
pines, for example, a pilot project was initiated in 
1955 by the government with WHO/UNICEF 
assistance. Two special teams were recruited, 
trained, and dispatched with vehicles to the prov- 
inces where prevalence was believed to be high. 
They are now making an extensive (not intensive) 
sweep through these areas, examining school chil- 
dren, contacts of known cases, and persons volun- 
tarily attending the sessions of the mobile skin 
clinics; they are diagnosing leprosy, starting treat- 
ment (DDS by mouth and ferrous sulphate when 
appropriate) , and handing the treatment over to the 
rural health units when they move on to another 
case-finding area. The emphasis is on home treat- 
ment, not isolation, and skin diseases other than 
leprosy are treated to encourage larger numbers of 
people to come forward for examination. Although 
it is too soon to speak of results, it can be said that 
the teams are finding more cases than was ex- 
pected, and as excellent initial results from reg- 
ular sulphone treatment have been noted as were 
found in similar campaigns carried out in other 
parts of the world. 


Brief mention must be made of leprosy cam- 
paigns in certain other countries. In Singapore, the 
registration of cases is at, or close to, the 100 per- 
cent mark; there is a highly developed follow-up 
and almoner service, and the Singapore Leprosy 
Relief Association deals with the rehabilitation of 
ex-patients in industry and other welfare matters 
including the care and even adoption of children. 
In the Federation of Malaya, the famous centre of 
Sungei Buloh, in addition to its functions of segre- 
gation, treatment, and research, provides occupa- 
tional therapy and surgical treatment including 
limb fitting. In Fiji, there is an ingenious system 
of sending sulphones by post in special packages 
which appears, from the reports, to be highly ef- 
fective. In Japan, there are 13,091 beds for an 
estimated total of 15,000 cases. 


Among the governments which have shown an 
interest in expanding the work with WHO/ 
UNICEF assistance is the Federation of Malaya, 
where a field control programme is to be developed 
in collaboration with Sungei Buloh; the British Sol- 
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LEPROSY IN WESTERN PACIFIC 


omon Islands, where this year a WHO consultant 
will draw up a survey and treatment programme in 
conjunction with the yaws campaign; China (Tai- 


wan), which is requesting WHO assistance in re- 


designing the control system; and Vietnam, which 
has made tentative enquiries along the same lines. 

In the five year period ending October 31, 1955, 
BCG vaccination campaigns against tuberculosis, car- 
ried out by governments with WHO/UNICEF 
assistance, resulted in the tuberculin testing of 12,- 
417,428 persons and the vaccination of 5,885,031, 
and the work is still continuing. Because there is 
indirect evidence, though no actual proof, that Bcc 
vaccination has some protective value against lep- 
rosy, it is interesting to speculate about the long- 
term effect on leprosy prevalence in areas where 
BcG has been widely used. An experimental trial 
under controlled conditions, to investigate the ef- 
fects of BcG vaccination on incidence rates of lep- 
rosy, is being carried out on Mactan Island in the 


Philippines by the Leonard Wood Memorial. 

Because WHO/UNICEF are assisting mainly, 
or even wholly, in domiciliary chemotherapy 
schemes, it must be emphasized that such are not 
regarded as the be-all and end-all of leprosy control. 
Institutions are still needed for the isolation and 
treatment of grossly infectious cases, especially 
those from households with young children; for 
lepra reactions during treatment; and for patients 
so physically deformed or mentally deteriorated 
that they are incapable of existing in the outside 
world. Laboratories and research centres are still 
needed and increasing health education with the 
right approach. Public health workers are attempt- 
ing, by trial and experiment, to evolve the best 
methods of applying the new knowledge to various 
situations in the Far East; and for this reason, bet- 
ter and better public health administration is also 
needed, so that the new methods, when evolved, 
shall be wisely and effectively employed. 


Summary of WHO Annual Report for 1955 


OME 400 MILLION PERSONS, one sixth of the 

world’s population, have benefited from mod- 

ern methods of controlling malaria, tuber- 
culosis, and treponematoses as a result of programs 
assisted by the World Health Organization. 


In seven years of activity, according to the An- 
nual Report for 1955, WHO achieved “substantial 
results” in the fight against communicable diseases, 
in the strengthening of national health services, and 
in training health workers. 


The annual report, detailing WHO's services 
during 1955, was presented by Dr. M. G. Candau, 
WHO Director-General, to the Ninth World 
Health Assembly, in Geneva, May 1956. 


The period covered by this report was also 
marked by the following events for the Organiza- 
tion, whose total membership, including associate 
members, reached 85: 


—Over 500 health projects were assisted by WHO 
in 108 countries and territories. 

—A new strategy was decided on by the Eighth 
World Health Assembly in the fight against ma- 
laria, aiming at world-wide eradication of the dis- 
ease within a definite time limit. 

—<A turning point was reached in the world outlook 
on tuberculosis, with the advent of effective new 
drugs which caused a revolution in the manage- 
ment of this widespread disease. WHO started 
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pilot studies to test the success of home treatment 
with these drugs. At the same time, ncc campaigns 
continued, during which some 26 million persons 
were tested and 10 million vaccinated. 

—By the end of the year, 50 million persons had 
been examined and 15 million treated since the 
inception of the mass campaigns against yaws and 
other treponematoses, and the cost had fallen to 
75 cents per treatment, 10 cents per examination. 


—WHO’s atomic program got under way, including 
such aspects as training of health workers for 
atomic installations, standardization of radiation 
units, studies on health problems connected with 
the siting of reactors, and methods of disposal 
of atomic wastes. 

—The International Sanitary Regulations were in 
operation for the third year and have now become 
the health charter of international travel through- 
out most of the world. 


—National health administrations were helped to 
develop or improve services concerned with sani- 
tation, nutrition, mental health, maternal and 
child health, nursing, health education, social and 
occupational health, and dental health. 

—Sixty-nine WHO teachers were appointed to 25 
schools of nursing. Other WHO teachers were at 
work last year in medical colleges, schools of pub- 
lic health, and institutes for the training of auxil- 
iary personnel. Nearly 1,000 fellowships were 
awarded, 

—WHO had a budget of $9,500,000 and its finan- 
cial position was the most favorable since the in- 
ception of the Organization. Under the UN Teeh- 
nical Assistance Program, the WHO program 
amounted to nearly $5,000,000, while UNICEF 
continued to provide supplies and equipment in 
generous amounts for a large number of joint 
projects of benefit to mothers and children. 
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Tue Ficut AGaAinst DISEASE 


Developments in the fight against the world’s three 
major diseases are described at length in the WHO 
annual report. The most important areas follow: 

Malaria. The World Health Assembly, at its meet- 
ing last year in Mexico, recommended that nothing 
short of total eradication should be undertaken on a 
world-wide scale. This decision was taken because some 
malaria-carrying mosquitoes are developing resistance 
to insecticides. The choice was either to continue local 
attempts to control malaria by spraying year after year, 
or to launch a full-scale attack aimed at eradication of 
the infection, so that insecticide spraying could be 
stopped before resistance on the part of mosquitoes had 
a chance to develop. A five year plan was drafted, inter- 
regional programs of malaria eradication were pre- 
pared, and WHO malaria experts were at work last 
year in the 23 areas, 


Tuberculosis. New drugs have caused a revolution 
in the management of tuberculosis, and traditional 
methods of treatment are being discarded, The build- 
ing and maintenance of expensive sanatoria are no 
longer needed; for the first time, home treatment of 
infectious cases, mass immunization, and, possibly, pre- 
ventive treatment with an inexpensive drug, such as 
isoniazid, may bring systematic contro] of tuberculosis 
within the reach of almost any country. WHO’s pro- 
gram has been modified accordingly, with emphasis on 
the making of surveys to obtain reliable information 
regarding the epidemiology and incidence of tuber- 
culosis and the applicability of simple, practical, and 
inexpensive control measures. Two research projects on 
the effects of home treatment of T.b. patients were 
planned for Southeast Asia. WHO continued to assist 
T.b. teaching centers in 13 countries, as well as a num- 
ber of Bcc campaigns. 


Treponematoses. Yaws, endemic syphilis, and other 
treponemal diseases continue to respond to penicillin 
treatment, and impressive results have been obtained 
in mass campaigns against these infections. They have 
also served as the starting point of general rural health 
work in many areas of Africa, Asia and the Western 
Pacific, and in the Caribbean region. 


Rabies, leprosy, poliomyelitis, trachoma, and more 
than twenty other communicable diseases were also on 
the WHO program and important developments are 
reported concerning their control. 


HEALTH SERVICES IN THE FIELD 


In order to achieve lasting results, health work must 
be carried out by firmly established public health serv- 
ices in every country, It is the principal aim of the 
World Health Organization to strengthen these services 
and the annual report gives many examples of progress 
in this respecc on all continents: 


Africa. The WHO Regional Office in Brazzaville is 
especially concerned with the health of the predom- 
inantly rural population, and emphasis is placed on 
basic problems such as sanitation and nutrition. Exam- 
ples of the work carried out last year also include con- 
trol of yaws and leprosy in Nigeria, tuberculosis sur- 
veys in East and West Africa, sanitation in the Sey- 
chelles where intestinal infections are the chief prob- 
lem, and malaria control in Liberia. 


The Americas. The main activities of the Pan Amer- 
ican Sanitary Bureau in Washington, which is WHO's 
Regional Office for the Americas, are: to strengthen 
national health administrations, to assist in the train- 
ing of professional and auxiliary health personnel, and 
to help eradicate communicable diseases, Typical proj- 


ects include T.b. control in Colombia, rural health 
work in Guatemala, training in sanitation (Brazil, 
Chile, Mexico), rabies control (United States and 
Mexico), while essential work continues for malaria 
eradication and yellow fever control. 


Southeast Asia. WHO’s Regional Office in New 
Delhi seeks to help governments to provide at least the 
minimum public health services for the 400 million 
persons (out of a total of 500 million in the region) 
who live in rural areas in conditions of poverty, igno- 
rance, and disease. Emphasis is laid on sanitation and 
health education. The enormous burden of diseases is 
being gradually reduced by means of mass Bcc cam- 
paigns, as well as malaria and yaws control campaigns. 
Health workers are needed in hundreds of thousands 
but there is an acute shortage of teachers to train them. 
Typical projects last year included a seminar on sewage 
disposal (in which all countries in the region partici- 
pated), assistance to the Post Graduate School of 
Nursing in Indonesia, and sco vaccination campaigns 
in India (125 government teams were at work last year. 
Since the campaigns started in 1951, 57 million have 
been tested, and 19 million vaccinated up to July 1, 
1955; the present average rate is 2.3 million tests and 
0.8 million vaccinations per month). 


Europe. Co-ordination of national health policies 
and exchange of information between European coun- 
tries, as well as training programs, are the main fea- 
tures of the work’ by the Regional Office in Geneva 
(which is moving next year to its permanent site in 
Copenhagen). The majority of programs initiated by 
this office affect several countries at a time. Chronic 
degenerative diseases, poliomyelitis, alcoholism, indus- 
trial health, and anaesthesiology are among the sub- 
jects of these programs. Other typical projects include 
trachoma control in Morocco, Tunisia, Yugoslavia, 
and Spain; public health teaching: and mental health. 


Eastern Mediterranean, Development of health serv- 
ices, training, and disease control are the aims of the 
Regional Office in Alexandria, with special emphasis 
on malaria, trachoma, tuberculosis, smallpox, leprosy, 
and gastrointestinal infections. Typical projects were a 
meat hygiene course, attended by representatives of 
nine countries, a nursing education scheme in Jordan 
and in Pakistan, tuberculosis control projects in Egypt 
and Ethiopia, as well as the establishment of a nutri- 
tion institute in Teheran. 


Western Pacific. From Manila, the Regional Office 
serves a wide area where local health services are in 
different stages of development, and where health 
needs vary accordingly. Sanitation is a grave problem, 
as is the lack of personnel. Typical projects include 
midwifery training in Singapore, maternal and child 
health services in Taiwan, and public health training 
at the University of the Philippines. 

In his introduction to the annual report, Dr. Can-' 
dau mentioned the following development: “As the 
result of a statement made by the delegate of the 
Union of Soviet Socialist Republics to the twentieth 
session of the Economic and Social Council in the 
summer, communications were sent to the authorities 
in the Soviet Union concerning its intention to resume 
participation in the work of WHO. The resulting de- 
velopments were favorable enough to make it seem by 
the end of the year that the universality which has 
always been considered as essential to the ultimate 
achievement of the objective laid down in the Con- 
stitution was nearer to attainment than it had ever 
been before.” 
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Salk Polio Vaccine 


COMMENTS CONCERNING 
ADMINISTRATION to ALLERGIC CHILDREN 


Jean Crump, M.D. 


HE PEDIATRIC DEPARTMENT of The Wo- 

man’s Medical College of Pennsylvania has 
been conducting a study on the problem of 
possible allergic manifestations appearing after the 
administration of Salk polio vaccine. The prepara- 
tion used was supplied by Eli Lilly and Company. 
A much larger percentage of children were 
found to be allergic (as evidenced by skin test) 
than had been anticipated. Approximately 50 per- 
cent of the first 150 known allergy cases showed 
positive skin reaction and 25 percent of these were 


Dr. Crump is Professor of Pediatrics, 
Woman’s Medical College of Pennsylvania, 
Philadelphia. 


marked. In the control study of about 125 school 
children (allergy history not known) from 5 to 7 
years of age, approximately 25 percent gave defi- 
nite local reaction to the vaccine. 

Although this work is not complete, it seems wise 
to bring it to the attention of other physicians. Any 
child exhibiting reactions should definitely be hy- 
posensitized before the first dose is completed. 

It appears that if the second dose is given at the 
end of a three week interval, it can be given without 
anticipation of any allergic problem. Vaccine given 
after the three week interval should always be pre- 
ceded by a skin test. 

A number of cases of mild allergic shock and 
severe urticaria in untested cases have come to our 
attention. We have no data at present to know 
whether or not these children came from “allergic 
families” or not. 


1956 EMERGENCY DOSAGE SCHEDULE 
Hart E. Van Riper, M.D. 


HE ART OF MEDICINE often consists in mak- 

ing reasonable compromises between ideal 

and real situations. The real situation with 

regard to the present supply of Salk poliomyelitis 

vaccine, as it concerns the private practice of many 

physicians, may often require a compromise with 

the ideal dosage schedule for the administration of 
this prophylactic for paralytic poliomyelitis. 

I wish to present and reiterate some facts about 
the Salk vaccine which may help physicians decide 
most wisely for themselves how they shall use the 
supplies of vaccine that are available to them. 

The following compromise or emergency dosage 
schedule of Salk vaccine coming into the physi- 
cian’s private practice seems warranted under cur- 
rent conditions of supply, discussed later: 


Dr. Van Riper is Medical Director of the 
National Foundation for Infantile Paralysis. 
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1. There is minimal risk if, in fact, any at all, 
in giving primary or booster shots during 
the polio season. 

2. Use all available vaccine immediately. Do 
not save it for “second shots,” even though 
a sterilely punctured vial of vaccine can be 
kept under refrigeration for an indefinite 
length of time without impairing either 
safety or potency of the vaccine. 


3. The increasing supply of vaccine should be © 


depended upon for second injections in 
1956. The exact interval recommended be- 
tween the first and second doses is not criti- 
cal, so long as it is not less than two weeks. 
In fact, longer intervals seem to be ad- 
vantageous, Therefore, the second dose 


may be given at any time without losing the 


benefit of the first. 

4. However, the third dose should be given 
not less than seven months after the second, 
but may be given at any length of time 
thereafter. 


2 


> 

i 


On March 13, 1956, the Surgeon General of the 
U. S. Public Health Service issued a statement en- 
dorsing the postponement of “booster shots” as a 
temporary measure “to enable more children to re- 
ceive first or second doses and thus extend protec- 
tion to more people before this summer’s polio- 
myelitis season.” 

On the basis of reports from manufacturers and 
the Surgeon General of the U. S. Public Health 
Service concerning estimated vaccine production, 
we have reason to believe that an adequate supply 
should be available for distribution before the sea- 
sonal advent of poliomyelitis in different regions of 
the United States. How much of this will get into 
the hands of private physicians is variable, depend- 
ing on decisions of state and local health authori- 
ties and their advisory committees. 

If the anticipated supply becomes available, it 
should be about enough to provide a high degree of 
protection against paralytic poliomyelitis before 
the height of the 1956 polio season to all children 
in the most susceptible age groups (6 months 
through 14 years) and pregnant women who re- 
quest it. In round numbers, there are approximate- 
ly 50 million individuals in these categories. At 
least 10 and probably 15 million children have al- 
7 ready received one or more injections of Salk vac- 
cine. This leaves about 35 million children and some 
to be vaccinated. 

Granting rapid and equitable distribution and 
" no unanticipated delays in processing and releasing 
a vaccine (which requires a minimum of 120 days), 
; we should have just about enough vaccine to give 
oh at least one and usually two injections each to 35 
million people. Administration of this vast amount 
of vaccine presents a task of heroic proportions. 

7 The ideal dosage schedule currently recom- 
2 mended is: Two 1 cc. injections, spaced two to six 
weeks apart, with a third 1 cc. (“booster”) injec- 
tion given not earlier than seven months later. 
Ideally, the first two injections should be given im- 
mediately after the previous polio season, in the 
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late fall, with the booster injection being adminis- 
tered just before the subsequent polio season. 

In the future, vaccination against paralytic polio- 
myelitis undoubtedly will become a standard pedi- 
atric procedure, with a schedule of injections 
beginning at six to nine months of age. But we must 
face the current situation realistically. The effec- 
tiveness of the vaccine depends on the mass of anti- 
gen administered and the number and spacing of 
inoculations. 

A compilation of reports from 30 state health 
officers, evaluating results of the 1955 vaccine pro- 
gram, showed about 79 percent effectiveness even 
though three inoculations, as recommended, had 
not been given. This compilation compares experi- 
ence among 5.2 million unvaccinated children and 
4.8 million children who received one or more doses, 
but mostly one dose, of vaccine. Even under the 
epidemic conditions that prevailed in Massachu- 
setts in 1955, a high rate of protection (60 per- 
cent) against paralytic poliomyelitis was reported 
from just one dose of the vaccine used in that state. 

Other research, still in progress, has revealed this 
fact: the first injection of vaccine of the potency 
that prevailed in 1955 did not “take” in about 20 
percent of the children inoculated. However, a 
substantial percentage of those who fail to acquire 
antibody on the first injection attain antibody, 
and a primary sensitization, with a subsequent 
injection. 

For a true booster effect, in which antibody 
reaches very high levels, equal to or exceeding those 
produced by naturally acquired immunity, the in- 
jection following primary sensitization must be de- 
layed at least seven months or longer. 

An increasing vaccine supply may be anticipated 
as the polio season approaches. There will also be 
a greater public interest in getting vaccination at 
this time; but because of the time required to in- 
duce full immunity, it would be advantageous to 
give the first dose as early as possible to all within 
the stated age groups. 


New York. 


Switzerland. 


adelphia. 


PICTURE CREDITS 


Pages 235, 241, 245, 248, and 249—Courtesy 
of World Health Organization, UNATIONS, 


Pages 262 and 263—Courtesy of Academic 
Travel Abroad, Inc., New York, New York. 


—Courtesy of Finnish National Travel Serv- 
ice, New York, New York. 


—Courtesy of Franz Schneider, Luzern, 


—Courtesy of German Tourist Information 
Office, New York, New York. 


Page 268—Courtesy of Joseph Morsello, Phil- 


J.A.M.W.A.—--Vot. 11, No. 7 


| 


American Medical Women’s Association 


PRESIDENT’S MESSAGE 


HAT OUR POINT OF VIEW CHANGES is a natural process. As children, we look forward to the Fourth 
of July, because of the fireworks, the sports contests, the picnics, and the general air of festivity. 
The holiday ushers in the summer in earnest, and with it vacation and fun. 


As we grow up, we think of it less as a time of merrymaking. If we have jobs, it is more likely to mean 
a day off, or if the date comes near a week end, it means a three day holiday! The excitement and bustle 
of the day frequently cover up the true significance of the celebration. The patriotic orators, who were so 
prominent years ago, have almost disappeared, and their admonitions have, for the most part, been forgot- 
ten. Should we not think of the real meaning of the day? We are celebrating the signing of the Declaration 
of Independence and with it the actual binding of the 13 separate states into a national unit. There is a 
deeper significance to the celebration, however. It means the rededication of the country as a whole to the 
principles of freedom and equality. 


Could we not, therefore, as individuals, rededicate ourselves to these basic thoughts? Because of our 
profession, we are leaders in our respective communities. Whether native born, or adopted children, we are 
all proud of our American citizenship. Let us therefore, this Fourth of July, resolve again to serve our coun- 


try to the best of our ability. 


EQUAL RIGHTS AMENDMENT MWIA COUNCIL MEETING 


. ; The attention of all members of the Amer- 

Aa ican Medical Women’s Association is called 
to the fact that each member in good stand- 
June 9, 1956, the following motion was ing has the privilege of becoming a delegate 
onenik to the Council Meeting of the Medical 
Women’s International Association to be held 
at the Hotel Biirgenstock, Lucerne, Switzer- 
land, September 21 through 23, 1956. It is 
Medical Women’s Association be urged to hoped that several members will avail them- 
selves of this opportunity to attend the meet- 

ing. The United States is allowed 5 Council- 
ors and 25 Delegates to represent the 
AMWA. So far, the Councilors have been 


Medical Women’s Association in Chicago, 


“That each member of the American 


Equal Rights Amendment.” 


It was pointed out that the Equal Rights chosen, but only about ten Delegates. 
Amendment is included in the platforms of If you can go and would like to be a Dele- 
both parties, and that support of this Amend- gate, please get in touch with the President, 


Camille Mermod, M.D., 15 Washington 
ment is particularly important now, before Street, Newark, New Jersey, before August 
the Presidential election. 15, 1956. 
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OPENINGS 
The Texas State Department of Health an- 


nounces examinations for director, mental health 
division (salary range, $9,720-$12,120). The mini- 
mum qualifications are 1) an M.D. degree and one 
year’s internship; 2) an M.P.H. degree or certifica- 
tion by the American Board of Psychiatry and 
Neurology; 3) five years of graduate training and 
experience in psychiatry or pediatric-psychiatry, 
including three years of approved training in one of 
the two fields (the two additional years must be 
training or exerience in psychiatry, pediatric-psy- 
chiatry, or public health. One year of training or 
experience must include work with children. Pref- 
erence will be given to those having experience in 
administering a state preventive mental health pro- 
gram or in the capacity of consultant in such a pro- 
gram); and 4) licensure to practice medicine in 
Texas, For application write: Merit System Coun- 
cil, 814 Littlefield Building, Austin, or Dr. Henry 
A. Holle, Commissioner of Health, Texas State 
Department of Health, 410 E. Fifth St., Austin. 
* * 

Applications will be accepted for the newly 
created position of medical epidemiologist in the 
Washington State Department of Health. Appli- 
cants must be graduates of an approved school of 
medicine and must have had a one year rotating 
internship; one year of graduate training in an ap- 
proved school of public health; and three years of 
full-time employment in public health work, includ- 
ing one year of experience in some phase of epi- 
demiology. The examination will consist of an 
evaluation of pertinent training and experience 
(100 percent). A qualifying interview may also be 
required. A recent photograph should be submitted 
with application to State Personnel Board, 1069 
Capitol Way, Olympia (Mailing address: P.O. 
Box 688, Olympia). 

* 


The University of Wyoming is seeking a direc- 
tor for its student health service, since the present 
director is nearing retirement age. Salary will be 
approximately $10,000 ver annum, with a month’s 
vacation and some other perquisites, details of 
which may be obtained from Pres. George D. Hum- 
phrey, Ph.D., University of Wyoming, Laramie. 
Wyoming licensure is required. 


Looking for work overseas? Dr. Henry Van 
Zile Hyde, head of the Public Health Service’s 
International Division, says he has at least 20 jobs 
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in a dozen countries where the U.S. is providing 
medical aid under the Point Four Technical As- 
sistance Program. 

There are openings for chiefs of health missions; 
public health physicians; professors of epidemiolo- 
gy, parasitology, microbiology, internal medicine, 
and preventive medicine; a medical education ad- 
viser; and a research adviser. The countries include 
Afghanistan, Iran, India, Libya, Korea, Thailand, 
Taiwan, Egypt, Haiti, Honduras, Jordan, Iraq. 


RESEARCH AWARDS 


Applications by research investigators for sup- 
port of studies in or related to the cardiovascular 
field are now being accepted by the American 
Heart Association. The awards would be for the 
fiscal year beginning July 1, 1957. Application 
deadline for research fellowships and established 
investigatorships is September 15, 1956. For grants- 
in-aid, applications must be made by November 1, 
1956. Awards are. made in these categories: 

Established Investigatorships. Awarded for pe- 
riods of up to five years, subject to annual review, 
in amounts ranging from $6,000 to $9,000 per an- 
num, to scientists of proven ability who have de- 
veloped in their careers to the point where they 
are independent investigators. 

Research Fellowships. Awarded to young men 
and women with doctoral degrees for periods of one 
to two years to enable them to train as investigators 
under experienced supervision. Annual stipends 
range from $3,500 to $5,600. 

Grants-in-Aid. Made to experienced investigators 
in varying amounts up to $10,000 to provide sup- 
port for specified projects. 

The Association also maintains another and 
unique form of research support, the Career In- 
vestigatorship. This is given to a limited number 
of scientists of unusual capacity and accomplish- 
ment to assure them of financial support through- 
out their productive lives. Career Investigators are 
selected on the initiative of the Heart Association 
Research Committee and not from applications. 

Further information and application forms are 
available from the Medical Director, American 


Heart Association, 44 East 23 Street, New York. 
Ok 


The State University of New York College of 
Medicine in Brooklyn has received a grant of 
$24,000 from the Josiah Macy Jr. Foundation to 
support student research scholarships in the field 
of reproduction. The money will be divided into 
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five awards of $4,800 to provide eight Josiah 
Macy Jr. Foundation Scholarships each year. Stu- 
dent scholarship winners will receive $500 each. 


The balance will be used for laboratory expenses. — 


Scholarship winners will be selected by a faculty 
committee representing members of both the basic 
and the clinical sciences. Dr. Louis M. Hellman, 
head of the department of obstetrics and gyne- 
cology, is chairman of the committee. 


FELLOWSHIPS 


Fellowships and scholarships offered by the Na- 
tional Foundation for Infantile Paralysis are de- 
scribed in a brochure issued by The Division of 
Professional Education of the Foundation. 

Postdoctoral fellowships are offered in medicine 
and the related biologic and physical sciences, pre- 
ventive medicine, rehabilitation, orthopedics, man- 
agement of poliomyelitis, and psychiatry. 

Fellowships in medical associate fields include 
those in social sciences, health education, physical 
therapy teaching, physical therapy travelships, and 
occupational therapy teaching. Scholarships are 
offered in physical therapy and medical social work. 

Information may be obtained from The Division 
of Professional Education, National Foundation 
for Infantile Paralysis, 120 Broadway, New York 
5, New York. 


* * * 


A fellowship in allergy available at North- 
western University Medical School provides a 
combination of clinical and investigative work in 
allergy for training in specialization and is ap- 
proved for credit by the Board of Internal Medi- 
cine and the Subspecialty Board of Allergy. The 
annual stipend is $3,000. A residency in allergy 
available at the Veterans Research Hospital pro- 
vides for service equally divided at the hospital and 
the medical school. For details write to Dr. Samuel 
M. Feinberg, Northwestern University Medical 
School, 303 E. Chicago Ave., Chicago 11. 


*x* * * 


A three year fellowship program designed for 
staff psychiatrists in public mental hospitals and 
schools for the retarded has been announced by 
the American Psychiatric Association and the 
Smith, Kline & French Foundation of Philadelphia. 
From 6 to 12 fellowships will be awarded under a 
$90,000 grant by the Smith, Kline & French Foun- 
dation. Applicants are expected to submit a “fel- 
lowship project” entailing education, training, and 
experience in any of a number of specialties to the 
fellowship committee of eight psychiatrists. Details 
of the fellowships may be obtained from Smith, 
Kline & French Fellowship Committee, American 
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Psychiatric Association, 1785 Massachusetts Ave., 
N. W., Washington 6, D. C. 
Ok Ok 


The University of Texas M. D, Anderson Hos- 
pital and Tumor Institute announces that facilities 
and equipment for therapy and research in the field 
of malignant diseases are provided for qualified 
applicants seeking training and research oppor- 
tunities in oncology. Fellowships and residencies 
are under the auspices of the University of Texas 
Postgraduate School of Medicine. For information 
write to Dr. Grant Taylor, Office of Education, 
University of Texas M. D. Anderson Hospital 
and Tumor Institute, Texas Medical Center, Hous- 
ton 25, Texas. 

* 


The Department of Pediatrics of The Ohio 
State University and The Children’s Hospital of 
Columbus, Ohio, announces the establishment of a 
Clinic of Child Development, which will concern 
itself with deviations from normal behavioral de- 
velopment in the preschool period from birth 
through 5 years. In addition to diagnostic evalua- 
tion, guidance in the management of problems and 
help in securing the necessary medical and com- 
munity services will be provided. 

Fellowships for a period of one year, with a sti- 
pend of $5,000, are available beginning July 1, 
1956, with one position each six months provided. 
Pediatricians who are trained will have oppor- 
tunities to engage in research projects designed to 
elucidate the etiologies of the neuropsychiatric 
disabilities of childhood and to enter into the 
teaching program. 

Address inquiries to Dr. Earl H. Baxter, Chair- 
man of the Department of Pediatrics, The Ohio 
State University, or to Dr. Hilda Knobloch, Asso- 
ciate Professor of Pediatrics and Director of the 


Clinic, Columbus, Ohio. 


* Ok 


The National Foundation for Infantile Paraly- 
sis will continue to offer a number of fellowships 
to provide educational opportunities for health 
educators employed in state departments of educa- 
tion or of health. Applicants must have obtained 
their bachelor’s or higher degree from an ac- 
credited institution and have had substantial train- 
ing in biological science and education or other 
social sciences. Only those who have had a mini- 
mum of two years of experience as educators in the 
field of health will be eligibile. Citizenship in the 
United States as well as sound health are pre- 
requisites. The program of study may be under- 
taken at any school of public health in the United 
States that offers a graduate program in health 
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education and is approved by the American Public 
Health Association. The candidate must make his 
own arrangements with the institution for a pro- 
gram of study and field training to supplement his 
previous background and to prepare him more 
adequately for the responsibilities of a health edu- 
cator. Financial assistance will be given for tuition 
and maintenance, depending on individual need as 
determined by marital status and number of de- 
pendents. Applications may be submitted at any 
time, but for consideration in May they must be 
received by March 1; for action in November by 
Sept. 1; and for consideration in February by Dec. 
1. For information address: Division of Profession- 
al Education, National Foundation for Infantile 
Paralysis, 120 Broadway, New York 5. 


MEETINGS 


A tentative program has been outlined for the 
thirty-second annual meeting and twenty-ninth sci- 
entific session of the American Heart Association 
to be held in Cincinnati, October 26-31, 1956. The 
scientific sessions will be conducted at the Music 
Hall auditorium beginning on Friday evening, 
October 26, and continuing through Monday, 
October 29. The organizational meetings of the 
Association will follow the scientific presentations. 

For further information write the American 
Heart Association, 44 East 23rd Street, New York 


10, New York. 
ok 


For the first time in its 35 year history, the Na- 
tional Society for Crippled Children and Adults 
will hold its annual convention at the nation’s 
capital in 1956. 

The four day meeting of the National Society, 
also known as the Easter Seal Society, which will 
be held Oct. 28-31, 1956, will highlight speeches 
by notable authorities in rehabilitation and feature 
displays of newest appliances for crippled children 
and adults. General sessions are planned for the 
mornings of the convention. Afternoons will be 
devoted to workshops, seminars, and institutes 
covering many phases of rehabilitation. 

For further information write Catharine Bauer, 
Director of Information, Development Service, 
The National Society for Crippled Children and 
Adults, 11 S. LaSalle Street, Chicago 3, Illinois. 


FOR SALE 


Practice and doctor’s house are for sale. This 
is general practice and office gynecology, appoint- 
ments and office hours; an excellent local practice. 
Doctor is moving out of town. Reasonable price. 
Write Dr. Elly Stern, One North Seventh Street, 
New Hyde Park, Long Island, New York, PRrim- 
rose 5-8361. 
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THESE WERE THE FIRST 


Dr. Leona BAUMGARTNER, graduate in 1934 of 
the Yale University School of Medicine, interned 
in the New York Hospital. The following year, 
Dr. Baumgartner was acting assistant surgeon, 
United States Public Health Service, and in 1938- 
1939 was director of public health training in the 
City of New York’s Department of Health. She 
spent 12 years in this department. In 1940, she was 
associate chief, United States Children’s Bureau, 
and for eight years director of the department, 
Bureau of Child Hygiene. In 1947, Dr. Baumgart- 
ner received the distinguished service award from 
University of Kansas alumni. She is now Commis- 
sioner of Health, New York, the first woman to be 
so honored, 


Dr. ANNig L, ALEXANDER graduated from the 
Woman’s Medical College of Pennsylvania in 
1884, and is thought to have been the first woman 
physician to have practiced south of the Potomac. 
She taught anatomy at the Woman’s Medical Col- 
lege of Baltimore and was the only woman among 
100 candidates to take examinations for license to 
practice in Maryland before the State Board of 
Medical Examiners. Dr. Alexander practiced in 
Charlotte, North Carolina, and was president of 
the Mecklenburg County Medical Society and dur- 
ing World War I was acting assistant surgeon at 
Camp Greene. 


Dr. Dorotny Harris, graduate of the Woman’s 
Medical College of Pennsylvania in 1933, was the 
only woman on the staff of the leprosarium in Lan- 
chow, China, directed by the China Inland Mis- 
sion. After a visit to this country, Dr. Harris re- 
turned in 1947 to her work in China. 


Dr. Maria W. Porter of Davenport, Iowa, is 
the first woman physician known to have practiced 
in Iowa, and perhaps the first west of the Mississippi 
River. In 1859, Dr. Porter graduated from the 
Woman’s Medical College of Pennsylvania. 


Dr. De ia S. Iris, of Davenport, Iowa, was the 
first woman physician to be admitted to the Iowa 
State Medical Society, and was a pioneer medical 
woman in her state. Dr. Irish graduated from the 
Woman’s Medical College of Pennsylvania in 1868. 


—From the EvizaBeTtH Bass CoLLEcTION 


Rudolph Matas Medical Library, Tulane 
University. 
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Lillie Rosa Minoka Hill, M.D. 


College of Pennsylvania was a little Mohawk 
Indian girl. She was Lillie Rosa Minoka who 
was reared by Quakers in Philadelphia. 

After interning at 
Woman’s Hospital, she 
opened her office on 
North Nineteenth St. 
in Philadelphia and 
practiced there for five 
years. She left in 1905 
when she married 
Charles Hill, a full- 
blooded Oneida Indian 
from the Carlisle, Penn- 
sylvania, Indian School. 
They went to live on the 
Oneida Reservation in 
Wisconsin. In deference 
to her husband’s wishes, 
she withdrew from regu- 
lar practice, but he did 
want her to attend to 
neighbors and relatives. 
She devoted her skill 
and knowledge to the 
ailing poor. 

Dr. Hill’s husband 
died in 1916, and she 
was left with six chil- 
dren, the youngest 5 
month old twin girls. 
Life became a struggle, but she continued to min- 
ister to the sick poor. A small trust estate was 
wiped out during the depression. Then in 1934, 35 
years after graduation, she applied for a license 
to practice medicine in the state of Wisconsin, and 
opened an office. 

In 1947, she received the Indian Achievement 
Award for “personal achievement and for humani- 
tarian service to her people.” It was after World 
War I that there was much suffering, illness, and 
privation among the Oneida Indians, and Dr. Lillie 
worked day and night to help them. For this great 
work, and for the many other services she had 
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rendered to her people, she was given the Indian 
Achievement Award and named the most outstand- 
ing Indian of 1947. This honor was given by the 
Indian Council Fire, an Indian organization in 
Chicago, affiliated with 
the Illinois Federation 
of Women’s Clubs. 

In 1949, she returned 
to her Alma Mater 
where she was honored 
as a 50 year graduate 
of Woman’s Medical 
College. When she was 
interviewed on this oc- 
casion, Dr. Lillie said, 
“The precepts and train- 
ing of the Quakers had 
awakened in me a de- 
sire to do good, a love 
of God and of my neigh- 
bors. While in college, 
I resolved to spend some 
time and effort to help 
needy Indians. In Wis- 
consin I found my 
work.” She is appreci- 
ated by those she served. 
Among the Oneida In- 
dians who live near 
Green Bay, Wisconsin, 
Dr. Hill is known rev- 
erently as ‘“You-da- 
gent” which means, “she who carries aid.” The 
title was given to her by the Oneidas, who adopted 
her, in grateful appreciation of her 40 years of 
devoted medical care. Dr. Lillie gave unselfish serv- 
ice not only to Indians but to many whites as well. 
In howling blizzards and under a blazing summer 
sun, she has carried her little black bag to deliver 
babies, apply tourniquets to severed arteries, and 
to tend the sick. 

A life devoted to charity and to the care of the 
sick came to a close on March 22, 1952. She lived 
up to the name You-da-gent. 


—Marcette Bernarp, M.D. 
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N INTERNATIONAL Tour is being ar- 
Aw in conjunction with the MWIA 
Council Meeting which will be held in 
Burgenstock, Switzerland, from September 21 
to 24, 1956. The Tour will visit the Scandina- 
vian countries (including Iceland and Finland) , 
and Luxembourg. If circumstances permit, an 
Western Germany, Swi:zerland, Alsace-Lorraine, 
alternative itinerary to include Moscow and 
Berlin can be arranged. Although much ground 
will be covered, the trip will not be arduous, 
since most of the travel will be by special bus; 
which will eliminate the bother of meeting train 
schedules, the nuisance of baggage transfer, and 
other travel annoyances. Travel by bus also per- 
mits visits to many places which cannot be in- 
cluded on train routes, and allows the travelers 
to see more of the native countryside. There 
will be. a courier to manage accommodations, 
customs, visas, and similar necessary details. 
The Tour begins on August 31, 1956, with 
flight from Idlewild, New York, via Icelandic 
Airlines to Reykjavik, Iceland (1), for a day of 
sight-seeing and a night in the Arctic Circle; then 
by plane to Oslo and a four day trip through the 
Norwegian fjords (2) by boat and special bus; 
across Sweden to Stockholm; from which the 
Tour will proceed to Turku, Finland, by over- 
night boat, by bus to Tampere, and a boat ride 
on the “Silver Route” to Aulanko for the night; 
the next morning to Helsinki (3) for two days, 
then back to Stockholm by overnight boat and a 
day of sight-seeing; thence by boat train to 
Denmark and Copenhagen (4). From this point 
on, there will be a special bus which will trans- 
port the Tour members to Lucerne, Switzerland, 
by way of Hamburg (5), Hanover, Cassel, 
Frankfurt, Heidelberg, Baden-Baden, the Black 
Forest, and Konstanz, stopping for meals and 
overnight at interesting spots along the way. 
After Konstanz, the Tour will continue by bus 
to Zurich and Lucerne, arriving on the evening 
of September 20 for the MWIA meeting at 
Burgenstock the following day (6). 


— 


— - mH 


4 
4 
4 
i 
4 
4 


International Association 
Tour 1956 


After the Council Meeting, the Tour will 
be resumed with a trip over the Alps to Inter- 
laken, and by special bus along the Lake of 
Thun to Bern and to Basel. From Basel, it will 
go through Alsace-Lorraine to Strasbourg and 
then to Luxembourg, where the plane via Ice- 
land will be taken for the return trip to New 
York, arriving on the morning of October 1. 

For those who prefer to cross the Atlantic 
by boat, individual arrangements will be made 
so that the travelers by sea will meet the travelers 
by air in Oslo. Also, on th ereturn trip, trans- 
portation from Luxembourg back to New York 
via Brussels, Paris (Havre), or other ports will 
be arranged according to the desires of the 
individual. 

The alternative trip to USSR will begin with 
a plane trip from Helsinki (September 11) to 
Leningrad and to Moscow for a two to three 
day visit; then by plane to Berlin for a day and 
a night, leaving for Frankfurt by plane to rejoin 
the group for travel to Heidelberg. 

On the Tour, places of medical interest will be 
visited and meetings will be held with the medi- 
cal women of the country. Members of the Tour 
having preferences for special clinics or hospital 
visits will be put in touch with similar specialists 
in the country being visited. Final arrangements 
will depend on the number in the party and on 
their special interests. Friends and husbands are 
invited to part'cipflate. It will be greatly appre- 
ciated by the organizer of the Tour and the 
agency making the arrangements if those ex- 
pecting to take the Tour will communicate with 
us as soon as possible so that we may make the 
most agreeable arrangements and provisions for 
individual interests. 

If interested, please write for details as soon 
as possible to Ada Chree Reid, M.D., Past Presi- 
dent, MWIA, 118 Riverside Drive, New York 
24, New York. The Association for Academic 
Travel Abroad, Inc., Dr. F. Kaufman, Director, 
40 East 49th Street, New York 17, New York, 


will handle travel arrangements and reservations. 
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DISTRICT OF COLUMBIA. Dr. Epitn H. 
Weicert, Dr. Leon Salzman, and Dr. Hewitt I. 
Varney participated in a lecture series devoted to 
“The Interrelationship Between Religion and Psy- 
chiatry,” sponsored by the Washington School of 
Psychiatry and the Washington Seminar on Reli- 
gion and Psychiatry. 

Dr. Weigert, who is director of the Washington 
Psychoanalytic Institute, spoke at the second ses- 
sion, January 20, at All Souls Church, on “The 
Psychopathology of Religious Experience.” 

GEORGIA. Dr. Harriet E. Grtette of At- 
lanta was awarded the entire stipend of $1,000 of 
the Richard Kovacs Memorial Fellowship Fund. 
This fund was established in 1952 to help defray 
the expenses of a qualified physician wishing to 
attend the Second International Congress of Physi- 
cal Medicine, August 20 to 24, 1956, at Copenha- 
gen, Denmark, and is given by the American Con- 
gress of Physical Medicine and Rehabilitation. 

ILLINOIS, Recently, the Chicago Pediatric So- 
ciety was addressed by Dr. Isasbet Lat-Fonc Szeto 
and Dr. Heyworth N. Sanford on “Alkaline Re- 
sistant (Fetal) Hemoglobin in Infancy and Child- 
hood”; and by Dr. Mira Pierce on “Treatment of 
Childhood Leukemia.” 

MINNESOTA. Dr. ANN W. Arnotp has been 
elected president and chief of the medical staff of 
Ripley Memorial Hospital (formerly Maternity 
Hospital) , Minneapolis. Other staff officers include 
Dr. E. J. Diefenbach, vice-president; Dr. Marie 
Moorneap, secretary; and Dr. ANNETTE STEN- 
STROM, treasurer. 

NEW JERSEY. Dr. KatuHarine H. Hain of 
Upper Montclair has been appointed to the staff 
of medical writers of Schering Corporation. Dr. 
Hain was for two years chief of the Bureau of 
Heart Disease, New Jersey State Department of 
Health, in Trenton, where she initiated a state-wide 
rheumatic fever program. Previously, she had 
served for five years as assistant pediatrician in the 
outpatient department of New York Hospital- 
Cornell Medical Center, and was a Fellow in pe- 
diatrics at that institution. Dr. Hain is board 
qualified in the specialty of pediatrics. 

Dr. Hain is a graduate of Barnard College, 
Teachers College, Columbia University, and the 
Woman’s Medical College of Pennsylvania. She is 
a member of Alpha Epsilon Iota, professional med- 
ical women’s society. Dr. Hain is also a member of 
the Essex County Medical Society and regional 
representative for the Woman’s Medical College. 
Her husband is Donald C. Hain, a lawyer. 
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News of Women in Medicine 


NEW YORK. A medical symposium on_alco- 
holism was presented by the New York City Medi- 
cal Society on Alcoholism on May 10, 1956. 
“Practical Management of the Alcoholic” was dis- 
cussed by Dr. RutH Fox, president of the society, 
and vice-president, The National Committee on 
Alcoholism. 

PENNSYLVANIA. Temple University School of 
Medicine announces the following staff appoint- 
ments: Dr. Marcaret N. Deaty, instructor in 
psychiatry, and Dr. Nancy N. Huang, associate 
in pediatrics. 

Dr. EvizasetH Q. St. Joun, Feasterville, has 
been named associate medical director of the Fi- 
delity Mutual Life Insurance Company. Before 
joining the company’s medical department in 1933, 
Dr. St. John was associated with the Food Research 
Laboratory, U.S. Bureau of Chemistry. From 1911 
to 1925, she was clinical pathologist of the Dufur 
Hospital, Ambler. 

General 


Dr. Atma Dea Morant of Philadelphia is sec- 
retary of the Philadelphia subsidiary board of the 
National Board of Medical Examiners, and Dr. 
K. Rut ence is secretary of the Denver sub- 
sidiary board. 

A newly revised edition of the booklet, “Diagno- 
sis of Cardiac Defects in General Practice,” has 
been prepared for the American Heart Association 
by Dr. Recina Giuck, assistant clinical professor 
of pediatrics at Bellevue Hospital, New York. The 
revision reflects the many advances in knowledge 
and in clinical experience with regard to diagnosis, 
management, and treatment of congenital defects 
since the issuance of the prior edition in November 
1954. Particular attention is paid to the most recent 
developments in surgical correction of congenital 
anomalies. 

Dr. RutH Runes, formerly associate in medi- 
cine, University of Pennsylvania School of Medi- 
cine, Philadelphia, has been appointed associate 
professor of anatomy in the University of Chicago 
division of biological sciences. Dr. Rhines previous- 
ly served as instructor in medicine at the University _ 
of Illinois College of Medicine and assistant super- 
intendent of the Municipal Contagious Disease 
Hospital in Chicago. 

Dr. Lucie W. Jessner, professor of psychiatry, 
University of North Carolina School of Medicine, 
Chapel Hill, flies to Washington, D.C., bimonthly 
to teach at the Washington Psychoanalytic Insti- 
tute. Dr. Jessner holds a seminar on child develop- 
ment at the institute. 
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(The Journat reaches medical women around the world each month. We are happy to publish excerpts 
from several letters received concerning the World Health Organization special number that appeared in 


July 1955... . Ed.) 


I apologise for not writing sooner to say how 
much I have appreciated your Journat (July 
1955) with its most valuable contents. I have given 
up consulting practice so do not require the stimu- 
lus of good reading. My time is occupied with a 
reduced staff and also am engaged in endeavoring 
to write accounts of my medical life. With all my 
thanks and congratulations on the eminence of your 
JourRNAL. 

—Dane A. Louise McILroy 
London, England 


Thank you very much for your letter and the 
copies of the July JourNnat, I would like to con- 
gratulate you on this occasion on the interesting 
and beautiful JourNat you are publishing. 

—Dr. Yona RusinsTEIN 
Tel-Aviv, Israel 


Thank you for your JourNnats which I recently 
received. They are extremely interesting. I have 
posted them on to the secretaries of all of our state 
societies. 

—Dnr. DorotHea HEITMANN 
Torrensville, South Australia 


The articles of this issue, and of all issues of the 
JouRNAL, interest me very much, and provide in- 
valuable lessons for me. 

—Dr. Mercepes HEuREAUX 


New York, New York 


I have received the copies of the JourNaL of 
July 1955 . . . Being especially the World Health 
Organization number with an article with reference 
to India, it is all the more interesting and valuable 
to us here. Thank you very much indeed. I have 
distributed the copies to the various divisions of our 
Association in the country and to the women’s hos- 
pitals, where the JourNnat will certainly be much 
appreciated, 

—Dr. O. SALDANHA 
Bombay, India 


Thank you very much for sending me the copies 
of the July Journat. We are mostly interested in 
all the work done by WHO . . . We agreed upon 
who should have the copies and asked them to send 
them forward to other colleagues. 

—Dnr. Estriv GULDBERG 
Oslo, Norway 
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Many thanks for your news dated July 20 and 
for the copies of the July numbers of the JourNaL 
which just arrived. We are pleased to distribute 
these copies to some members of our Association 
most interested in medical women matters and in 
the World Health Organization. 

Did nobody of your editorial board or of your 
fellow editors come to Europe and especially to 
Switzerland this summer? Do you perhaps think 
this is President Eisenhower’s year to come to 
Switzerland and the medical women do not come 
over before 1956? Hoping to see you some day in 
our country. 


—Dr. Itse SCHNABEL 
Zurich, Switzerland 

Many thanks for your kind letter . . . accom- 
panying a copy of the JourNat in which is pub- 
lished my article on onchocerciasis. You do not 
have to thank me for submitting it for publication 
in your JouRNAL, and it is I who feel grateful for 
having had, through your JourNa, the opportuni- 
ty of calling attention to a problem which affects 
about 19,000,000 people in Africa and America. 
Enough is still not known as to its real extent in 
South America, but it is a matter to which I have 
given a lifetime of interest . . . 

I am convinced that, thanks to the standing of 
your JouRNAL and its wide circulation, very useful 
results can be achieved by stimulating increasing 
interest in fields where it is so much needed. 

—Dr. M. Giaguinto 
World Health Organization 

It is very kind of you to send us the copies (of 
the Journat). I shall circulate them among the 
members of the Chinese Medical Women’s Asso- 
ciation. I am sure all of us will enjoy reading them. 
Please accept our deepest appreciation. 

—Dnr. CHANG-suUNG FAN 
Taipei, Taiwan, China 

Many thanks for the copies of your July Jour- 
NAL. I find it very interesting, especially as it is the 
World Health Organization number. 

—Dnr. Grete ALBRECHT 
Hamburg, Germany 

Thank you for sending us copies of your July 
Journat. I am sure our members will appreciate 
your kindness. 

—Dr. RutH WeEcELius 
Helsinki, Finland 
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NEW ADDRESSES 
January 1, 1955, through April 30, 1956 


Emma M. Ackerman, M.D. 
9, Iowa. 

Anne Stephenson Adams, M.D.—43 White Lance, 
Concord, N. Carolina, 

Capt. Fae Adams, M.D.—Walter Reed Army Hos- 
pital, Massage Center, Washington 12, D.C. 

Clara M. Ambrus, M.D.—239 Brantwood Rd., Buf- 
falo 21, N.Y. 

Ellen E. Ferengul Anspach, M.D.—Nashua, Iowa. 

Dorothy W. Atkinson, M.D.—11651 Brooks Rd., 
Windsor, Sonoma Co., Calif, 

Hazel M. Barger, M.D.—c/o Box 1511, Phoenix, 
Arizona. 

Amy S. Barton, M.D.—Wagush Trail, Medford 
Lake, N.J. 

Frieda Baumann, M.D.—Woman’s Medical College 
of Pennsylvania, Philadelphia 29, Pa. 

Helen W. Bellhouse, M.D.—12 Capital Square, 
S.W., Atlanta, Ga, 

May Hudson Bennett, M.D.—5058 Jenkins Arcade, 
Pittsburgh 22, Pa. 

Hazel J. Berglund, M.D.—R. Box 160. Loma Lui- 
do, Calif, 

Louise Bewersdorf, M.D.—R. 2. Box 253, Scotts- 
dale, Ariz. 

Nancy Blades, M.D.—2767 Eugenie Lane, Cincin- 
nati 11, Ohio, 

Janet M. Boog, M.D.—522 Neff Lane, Grosse 
Pointe, Mich. 

Viola G. Brekke, M.D.—250 Highland, Apt. 302, 
Highland Park 3, Mich. 

Dorothy Brinsfield, M.D.—1463 S. Gordon St., 
S.W., Atlanta, Ga. 

Winifred Bronson, M.D.—140 E. 54th St., New 
York 22, N.Y. 

Lyla I. Brown, M.D.—1538 Sherbrooke St. W., 
Montreal, Ouebec. Canada 

Marion R. S. Brown, M.D.—236 West Main St., 
Meriden, Conn. 

Rosemary Brunnetti, M.D.—-2222 Garfield Ave., 
Carmichael, Calif. 

Florence R. Buky, M.D.—3400 Thorndale Ave.. 
Chicago 45, Il. 

Minnie B. Burdon, M.D.—Rt. 1. Indio. Calif. 

Margaret V. Burns, M.D.—-266 Hillside. Asheville, 
N. Carolina 

Almina N. Cameron, M.D.—14464%4 Dickens, 
North Hollywood, Calif. 

Dolores Canals, M.D.—Point House. 974 Blvd. 
East, Weehawken, N.J. 

Marguerite Louise Candler, M.D.—3092 Argonne 
Dr. N.W.. Atlanta 5. Ga. 

Esther Silveus Carlson, M. D.—605 Commonwealth 
Ave., Boston 15, Mass. 

Dorothy Case-Blechschmidt, M.D.—8610 Dufferin 
Ave., Riverside, Calif. 

Amey Chappell, M.D.—3391 Peachtree Rd. N.E.. 
Atlanta 5, Ga. 

Ruth E. Church, M.D.—-400 S. Spring, Springfield. 
Illinois. 

Helen Clark, M.D.—10317 Hedgeway, Dallas, Tex. 

Edith Seville Coale, M.D.—305 The Presidential 
Apts., 1026 Sixteenth St. N.W., Washington, D.C. 

Anna Beth Connell, M.D.—P.O. Box 395, Lufkin, 
Texas. 

Jean Corwin, M.D.-—-70 Haven Ave., New York, 
New York. 

Jean ‘Srump, M.D.—3300 Henry Ave., Philadelphia 
29, Pa. 


3739 Jones, Sioux City 


266 


Naomi L. Dalton, M.D.—University of Mississippi. 
Medical Center, Jackson, Miss. 

Alice Hall Davis, M.D.—264 Highland, Hammond, 
Indiana. 


Jessie L. P. Delpratt, M.D.—295 Lansdale, San 
Francisco, Calif. 


Marie A. DeLuca, M.D.—Wrentham State School, 
Wrentham, Mass. 

Primitiva D. Demandante, M.D.—1322 N. Avalon 
Blvd., Wilmington, Calif. 

Helen D. Denniston, M.D.—120 Broadview Ave.. 
Winter Park, Fla. 

Geraldine L. Dickinson, M.D.—-10032 Roads End 
Dr., Garden Grove, Calif. 

Osee May Dill, M.D.—1625 Jasmine St., Orlando, 
Florida. 

Patricia Dunklee, M.D.—931 W. Chase, El Cajon. 
California. 

Ann Margaret Allen Durand, M.D.—3613 Norton 
Place, N.W., Washington 16, D.C. 

June Dvorak, M.D.—2235 Overlook Rd., Cleveland 
Hts. 6, Ohio 

Lena F. Edwards, M.D.—27 15th St. S.E., Wash- 
ington, D.C. 

Lillian J. Ellefson, M.D.—Cascade Sanatorium. 
Redding, Calif. 

Bertha W. Ellis, M.D.—Box 216, Port Blakely, 
Washington. 

Lena M. English, M.D.—Veterans Administration 
Hospital, Togus, Maine 

Louise M. Camel Farrage, M.D.—478 Elmwood, 
Council Bluffs, Iowa 

Pacita R. Feliciano. M.D.—Community Clinic, 
Philippine American Life Homes, Quezon City, P.I. 

Miriam H. Field, M.D.—32 Park St., Brookline 46. 
Massachusetts. 

Rita S. Finkler, M.D.—35 Leslie St., Newark, N.J. 
Ps eo R. Fischer, M.D.—10401 S. Bell, Chicago 

Joan Fleming, M.D.—66+ N. Michigan Ave., Chi- 
cago 11, 

Leona R. Fordon, M.D.—1942 East Ave., Berwyn, 
Illinois. 

Vernelle Fox, M.D.—1293 Peachtree St. N.E., At- 
lanta, Ga. 

Thelma Edna Frank, M.D.—1314 16th St., Corpus 
Christi, Tex, 

Gertrude Flint Frisbie, M.D.—200 Liberty St.. 
Lowell, Mass. 

R. Eloise Fusca, M.D.—202 Seminary Ave., Tow- 
son 4, Md. 

Lila J. Gairns, M.D.—c/o Dept. of Anesthesiology. 
The Albany Hospital, Albany, N.Y. 

B. Shannon Gallaher, M.D.—Medical College of 
Georgia, Augusta, Ga. 

Adeline B. Gauger, M.D.—1121 N. Waverly Pl.- 
Apt. 405, Milwaukee, Wis. 

Anna E. Gaydos, M.D.—6023 McCallem St., Phila- 
delphia 44, Pa. 

Anita Peck Gilger, M.D.—6500 Skyview Dr., In- 
dependence 9, Mo. 

Beryl Seike Graham, M.D.—2031 Buttner Rd., 
Pleasant Hill, Calif. 

Genevieve A. Grotz, M.D.—861 Monroe Ave.. 
Dearborn, Mich. 

Grace Hughes Guin, M.D.—1723 N. Veitch St.. 
Apt, 12S, Arlington 1, Va. 
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Sybil D. Haire, M.D.—5221 E. Arbor Rd., Long 
Beach 11, Calif, 


Goldie Suttle Ham, M.D.—1813 A. Crawford. 
Houston, Tex. 


Frances Harding, M.D.—3660 Westerville Rd., Co- ° 


lumbus 11, Ohio 


Margaret E. Hatfield, M.D.—9 West Walworth. 
Elkhorn, Wis. 

Katharine Hawley Martin, M.D.—429 Main St.. 
Watertown, Conn. 

Helen Heinen, M.D.—9500 S, 50th Ct.. Oak Lawn. 
Illinois. 

Mary K. Helz, M.D.—551 Medical Arts. Bldg.. 
Pittsburgh, Pa. 

Sophie B. Hirsch, M.D.—262 Central Park West. 
New York 24, N.Y 

Marian Hochhalter, M.D.—402 Barnes Bldg., Lo- 
gansport, Ind. 

Maria K. nee, M.D.—55 East 80th St., New 
York 21, N.Y 

Mary Sabo Hoffman, M.D.—7431 Midbury Dr., 
Dallas, Tex. 

Marianna Hood, M.D.—3707 Gaston, Dallas, Tex. 

Barbara Hunt, M.D.—Ewell, Md. 

Bertha L. Isaacs, M.D.—2821 North Pine Grove. 
Chicago 14, Il. 

Dorothy S. Jaeger-Lee, M.D.—3825 Wieuca Rd. 
N.E., Atlanta, Ga. 

Vita R. Jaffe, M.D.—8218 Wisconsin Ave., Bethes- 
da 14, Md. 

Harriet D. James, M.D.—1960 Commonwealth 
Ave., Brighton, Mass. 

Mary H. Jennings, M.D.—5266 Maymont Dr.. Los 
Angeles 43, Calif, 

Helen Johnston, M.D.—6008 Ronwood Dr., Des 
Moines 12, Iowa 

Isabel Essig Jones, M.D.—910 Hilldale Ave.. Berke- 
ley 8, Calif. 

Paula Raines Kaiser, M.D.—4015 Bradley Lane, 
Chevy Chase 15, Md. 

Charlotte Kerr, M.D.—728 S. Ashland Ave., Chi- 
cago 7, Ill. 

Janith Stewart Kice, M.D.—Garden City Medical 
Center, 520 Franklin Ave... Garden City, N.Y. 

Cora Davis Kingston, M.D.—103 Wallace Ave., 
Covington, Ky. 

Elizabeth Z. Kleinmann, M.D.—66 Perkins St.. Ja- 
maica Plain, Mass. 

Agnes C. Kolb, M.D.—30 Lenon Dr., Little Rock, 
Arkansas. 

Pearl V. Konttas, M.D.—1621 Austin Way. Box 
1374, Santa Rosa, Calif. 

Hanna Kosterlitz, M.D.—4115 University Way, 
Seattle 5, Wash. 

Maria K. Kramer, M.D.—5310 S. Woodlawn, Chi- 
cago 15, Iil. 

Ursula Maria Leden Krusen, M.D.—3500 Colgate. 
Dallas 5, Tex. 

Masako Kusayanagi, M.D.—233 Fairmont Ave.. 
Oakland. Calif, 

Rose Lahman, M.D.—663 West Peachtree St. 
N.W., Atlanta 8, Ga. 

Eva Landsberg, M.D.—19 Alfasi St.. Jerusalem. 
Israel 

Ruth Merrell Lapi, M.D.—2012 Stratford Rd., 
Kansas City 13, Mo. 

Pauline McConnell Lehman, M.D.—P.O. Box 216. 
Garden Grove. Calif. 

Eileen M. Leonard, M.D.—1572 Church St.. San 
Francisco 14. Calif. 

Margaret L. Littler, M.D.—85 Center Ave., Pitts- 
burgh 2, Pa. 

Lois G. Lobb, M.D.—6541 Homewood Ave., Holly- 
wood 28, Calif. 

Gladys Z. London, M.D.—19th and Providence 
Ave., Chester, Pa. 


Miriam Luten, M.D.—308 Taylor St. Bldg., 919 
S.W. Taylor, Portland 5, Ore. 

Dorothy Reed Cornelia Lynn, M.D.—2239 N. 
Broad St., Philadelphia 32, Pa. 

Dorothy J. Lyons, M.D.—1233 N. Vermont, Los 
Angeles, Calif. 

Ruth McClure, M.D.—513 Campbell Hill St., 
Marietta, Ga. 

A. Genevieve McEldowney, M.D.—St. Elizabeth's 
Hospital, Washington 20, D.C. 

Mary McKibbin-Harper, M.D.—550 Bigelow St., 
Pittsburgh 7, Pa. 

Helen Mackler, M.D.—Respiratory Center, Hon- 
do, Calif. 

Margaret R. Harte Madden, M.D.—16 Laurel Rd.. 
New Britain, Conn, 

Helen M. Magly, M.D.—4221 Grove Ave., Cincin- 
nati 12, Ohio 

Lucille J. Marsh, M.D.—10301 Montrose Ave., 
Bethesda, Md. 

Dorothy H. Marvin, M.D.—3 High St., New Bruns- 
wick, N.J. 

K. Virginia Maurer, M.D.—21 Kenwood Place, 
East Orange, N.J. 

A. Maximova-Kulaev, M.D.—-516 Sutter St.. San 
Francisco, Calif, 

Lucille B. May, M.D.—2615 22nd St., Bakersfield. 
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CORRECTION 


Through a mechanical error, the heading intended for page 230 in the June JourNAL actually appeared 
as the heading for page 231. The heading for page 230 should have been: “NEW MEMBERS—1955.” 


J.A.M.W.A.—Ju ty 1956 


EDITORIAL FORECAST 


August 1956 


Dr. Grace G. Jones is the Guest Editor for the special Branch Three, Maryland, issue of the JourNat, 


to appear in August. A variety of articles will include: 


“The New and the Old in the Treatment of Epilepsies: Early History,” by Ruth W. Baldwin, M.D. 


“Significance of Nausea and Vomiting,” by Grace G. Jones, M.D. 


“The Patient with Postnasal Drip,” by Betty Mae Young, M.D. 


“Group Therapy with Delinquent Adolescent Girls,” by Rachel K. Gundry, M.D. 


“A Case of Sacrococcygeal Teratoma Obstructing Delivery,” by Eleanor Scott, M.D. 


“Notes on College Health Services,” by Grace Hiller, M.D. 


There will also be material on medical women in Baltimore and information about the Branch and its 


history. 


DELETIONS 


Olga E. Allers, M.D. 
Mary Lou Byrd, M.D. 
Lois H. Brock, M.D. 
Anne F. Casper, M.D. 
Elizabeth Councilman, M.D. 
Nila K. Covalt, M.D. 
Sarah E. Flanders, M.D. 
Ruth Fox, M.D. 

Adele Gecht, M.D. 

Matie Elaine Green, M.D. 
Julia Ford Hill, M.D. 
Ursula M. Hober, M.D. 
Lois Dean Hubbard, M.D. 
Selma B. Hyman, M.D. 
Mary C. Jaquette, M.D. 


Jessie M. Peterson Janjigian, M.D. 


Juanita P. Johns, M.D. 
Louise O. Kappes, M.D. 
Helen Kastner, M.D. 

Amy Louise Kuhn, M.D. 
Katherine Leicester, M.D. 
Lucile Lord-Heinstein, M.D. 
Grace Loveland, M.D. 
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Teresa McGovern, M.D. 
Harriet McIntosh, M.D. 
Felipa A. Marquina, M.D. 
Evelyn Z. Merrick, M.D. 
Mary L. M. Montgomery-Marsh, M.D. 
Gertrude F. Mitchell, M.D. 
Eugenia E. Murphy, M.D. 
Dorothy Klenke Nash, M.D. 
Estella G. Norman, M.D. 
Helene Papanek, M.D. 

Ada R., Perel, M.D. 

Grace G. Purse, M.D. 

Alice Hill Pye, M.D. 
Amelia Link Sheppard, M.D. 
Marion L, Siler, M.D. 
Esther Somerfeld-Ziskind, M.D. 
Berenice Stone, M.D. 

Ruth Elaine Taylor, M.D. 
Eleanor Triboletti, M.D. 
Ynez Coit Tyler, M.D. 
Emily Woelz, M.D. 

Ruth Zuckerman, M.D. 
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A Stitch in time Saves ___ |. 


Something missing? Sure—that important last word! 


When you prescribe prenatal capsules, the word to remember is Lederle. 
Write it, and assure your patient the genuine Lederle formula! 


CAPSULES LEDERLE 


Dosage: 1 to 3 capsules daily, throughout pregnancy and lactation. 


Each capsule contains: 


| eee 400 U.S.P. Units Calcium (in CaHPO,)............. 250 mg. 
Thiamine Mononitrate 2 mg. Phosphorus (in CaHPO,).......... 190 mg. 
Riboflavin (B2).. 2 mg. Dicalcium Phosphate Anhydrous 

Vitamin Bi:.. 1 megm. 6 mg. 
Vitamin K ( Menadione) .. pekeasinaon sac 0.5 mg. Ferrous Sulfate Exsiccated........... 20 mg. 
Ascorbic Acid (C).. paweneree 35 mg. Manganese (in MnSQ,)........... 0.12 mg. 


filled sealed capsules — a Lederle exclusive! More rapidly and 
completely absorbed. No oils, no paste . . . no aftertaste. 


LEDERLE LABORATORIES DIVISION amenrcaw Cyanamid company PEARL RIVER, NEW YORK 
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For bigger appetites and better health—at any age 


Redisol. 


CRYSTALLINE VITAMIN By, 


Major ADVANTAGES: Helps patients gain weight. Stimulates hemo- 


poiesis. Elixir and Tablets readily blend with milk, juices and infant Philadelphia 1, Pa. 
formulas. DIVISION OF 
Supplied as Repisox Soluble Tablets: 25, 50, 100 mcg.; cherry-flavored MERCK & CO., INC. 


Elixir: 5 meg. per 5 cc.; Injectable: 30, 100, 1000 mcg. per cc. 


AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 
APPLICATION FOR MEMBERSHIP 


(Please print as it should appear in che Directory.) 
(Please check address to which JOURNAL and AMWA correspondence are to be mailed.) 

Certification by American Board of.......... Year... 


Check membership desired: 

() Life-Dues $200 (May be paid in two installments in two consecutive years). 

OC Active-Dues $10 per annum. (Branch dues not included in Active membership dues and are payable to 
Branch treasurer.) 


C) Associate-No dues. Junior-No dues. 
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American Medical Women’s Association, Inc. 


BRANCH OFFICERS 1955-1956—(Continued) 


FORTY-ONE, SOUTHEAST VIRGINIA 


President: Hertha Riese, M.D., Route 2, Box 397, 
Glen Allen. 


Secretary: Maysville Owens Page, M.D., 2904 Rugby 
Road, Richmond. 


FORTY-TWO, HOUSTON, TEXAS 


President: Ruth Hartgraves, M.D., 1407 Medical Arts 
Building, Houston. 


Secretary: Francine Jensen, M.D., 2218 West Main, 
Houston 6 


FORTY-THREE, THE ALAMO, 
SAN ANTONIO, TEXAS 
President: Mary Mitchell Henry, M.D., 601 Medical 
Arts Building, San Antonio. 
Secretary: Ione Huntington, M.D., 647 New Moore 
Building, San Antonio. 


Membership Chairman: Pearl Zink, M.D., 615 Medi- 
cal Arts Building, San Antonio. 


FORTY-FOUR, MARICOPA, PHOENIX, 
ARIZONA 


President: Zdenka Hurianek, M.D., 4115 North 10th, 
Phoenix. 


Secretary: Helen Davis, M.D., 3337 East Mitchell Dr., 
San Antonio. 


BRANCH FORTY-FIVE, TUCSON, ARIZONA 


President: Virginia C. Van Meter, M.D., Old Pueblo 
Club, Tuscon. 


BRANCH FORTY-SEVEN, COLORADO 


President: Mildred Doster, M.D., 414 Fourteenth St., 
Denver 2. 


BRANCH FORTY-EIGHT, 
NORTHWEST INDIANA 


President: Eleanore A. Walters, M.D., 602 Broadway, 
Gary. 
Secretary: Ellen K. Cohen, M.D., Hebron. 


CONSTITUTION OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 
Article III, Section 1a. Active Members “‘shall be members of a Branch, if any local Branch exists; if not, they may be 


Members-at-large.” 


Article III, Section 6. Associate Members “‘shall be: (1) Medical women in the first year of practice; (2) women interns, 
residents-in-training, and fellows. Associate members shall not pay dues and shall have all privileges of memberships, 
except voting, holding office, and membership in the Medical Women’s International Association.” 


Article III, Section 7. Junior Members “shall be members of Junior Branches in the four undergraduate years of medical 


school.” 


All members receive the official publication, the JouRNAL OF THE AMERICAN Mepicat Women’s Asso- 


ciaTION. Life and Active members receive membership in the Medical Women’s International Association. 


Endorsers are required only if applicant is NOT a member of a State or County medical society. En- 
dorsers must be members of American Medical Women’s Association. . 


Endorser: 1. 


Checks payable to the American Medical Women’s Association, Inc. must accompany application. Mail 


to Treasurer, A.M.W.A., 1790 Broadway, Room 409, New York 19, New York, or to Branch Treasurer. 
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Peaches provi 


BRAND OF OXYTETRACYCLINE 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


tBrand of oxytetracycline 


peach-colored, newest 
liquid form of the 
established broad- 


spectrum antibiotic... 


TERRAMYCIN®t 

125 mg. per 5 ce. 
teaspoonful; 

specially homogenized 
for rapid absorption; 
bottles of 2 fl. oz. 

and 1 pint, packaged 


ready to use. 


ide the 


HOMOGENIZED MIXTURE 


i W Peach-flavored, 
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over 90% effective in infant colic 


relief usually within 24-48 hours 
PEDIATRIC PIPTAL, 


anticolic 


effective: 92.6% 


dosage: For colic, administer 0.5 cc. with dropper supplied, 
directly into mouth of infant 15 minutes before feeding, on 
a demand-feeding schedule. In some severe cases, 1 cc. may 
i Sie = be advisable. For spitting, vomiting, pylorospasm, cardio- 
slight 7.4% SW) «spasm and other functional gastrointestinal disorders, 0.5 
to 1 cc., q.i.d., by dropper or in milk, formula or fruit juice. 
supplied: 30-cc. dropper bottles, with droppers calibrated to 
z deliver 0.5 cc. Each cc. contains 4 mg. of PIPTAL and 6 mg. 
* well tolerated: 93.5% of phenobarbital (warning: may be habit-forming). 

: PIPTAL is the only brand of N-ethyl-3-piperidyl-benzilate methobromide. 
Andelman, M. B.; Nathan, L. A.; Breslow, L., and Gerber, H.: 


Scientific Exhibit, American Academy of Pediatrics, Chicago, IIl., 
Oct. 3-6, 1955. 


LAKESIDE 


flushing, no fever 
constipation, tenesmus 4.9% 
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To build giant-size appetites, prescribe... 


Redisol. 


CRYSTALLINE VITAMIN B,, 


Masor ADVANTAGES: Helps youngsters gain weight. Stimulates hemo- 
poiesis. Cherry-flavored Elixir or soluble Tablets readily blend with 
milk, juices, infant formulas. 


Supplied as Repisox Tablets: 25,50, 100, 250 mcg.; Elixir: 5 meg. per 5 cc. ; 
Injectable: 30, 100, 1000 mcg. per cc. 


Philadelphia 1, Pa. 
DIVISION OF 
MERCK & CO., INc. 


AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 
1790 Broadway New York 19, N.Y. 


APPLICATION FOR ASSOCIATE MEMBERSHIP 


Please print or type name and address. Check address to which JourNAL is to be mailed. 


Place of Internship 


Associate members do not pay dues but have all the privileges of membership except voting, holding office, 
and membership in the Medical Women’s International Association. Associate membership is open to: medi- 


cal women in the first year of practice, women interns, residents in training, and fellows. Membership in- 
cludes the JourNaL each month without charge. 
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Baby Products Tampons 
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Baby Shampoo (Johnson & Johnson) ...... 5 Ulcer Protection 
Beech Nut Foods (Beech-Nut) ........... 19 cess 

Dietary Supplements Vaginal Therapeutics 
Redisol (Sharp & Dohme) ....... 8, 29, 33, 35 Milibis (Winthrop) .................0005 12 
Sur-Bex with C (Abbott) ................. 35 Massengill Powder (Massengill) ........... 16 
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tablet contains: 


35 


Each SUR-BEX with C 


Thiamine Mononitrate.............- 


Pyridoxine Hydrochloride........... 1 mg. 
Vitamin Biz (as cobalamin concentrate) 2 mcg. 
Calcium Pantothenate............. 10 mg. 
Liver Fraction 2, N. F. .... 300mg. (5 grs.) 
Brewer's Yeast, Dried... ... 150 mg. (2% grs.) 


As a dietary supplement: | or 2 tablets 
daily. 


For stress, or postoperative convales- 
cence: 2 or more tablets daily. 
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protective buffering action 


Johnson’s Baby Powder has 
an exclusive buffering agent— 
with an optimal pH— 

to neutralize excessive 
acidity and alkalinity, 
help minimize irritation. 


soothes, prevents chafing 
Unique, uniform flat platelets 
glide smoothly over skin... 

give excellent lubricant action. 


combats miliaria, other irritations 

Contains no oils, does not occlude skin. 
Blots up moisture, permits rapid ee 
evaporation... avoids clogging pores or 
macerating of skin. _ 


unique protection, lubrication, comfort 
bettering baby care through specialized research 
| BABY PRODUCTS DIVI SION ABY 
POWDER & 
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Altepose. 


keeps her appetite—and weight—under control 


MAJOR ADVANTAGES: 1. Overcomes excessive craving for food. 2. Reduces 
tissue water retention. 3. Alleviates nervousness and irritability. 


It’s much easier for your overweight patient to pass 
up rich food—when she’s taking ALTEPOSE. For 
ALTEPOSE contains 3 important ingredients which 
help overweights stay on their reducing diets. 


1. Propadrine® controls the patient’s craving for 
food—yet causes less central stimulation than does 
either ephedrine or amphetamine. 

2. Thyroid helps release tissue-bound water—thus 
brings about weight-loss early in the dieting period. 


3. Delvinal® relieves the irritability so often asso- 


ciated with rigid diets. Patients feel happier. 


Each ALTEPOSE Tablet contains 50 mg. ‘Propadrine’ 
HCl, 40 mg. thyroid and 25 mg. ‘Delvinal.’ 


Philadelphia 1, Pa. 
DIVISION OF MERCK & CO., Inc. 
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...and on the go 


Modern, active, on the go...and 
pregnant. That’s why she needs a 
vitamin-mineral supplement 
generously formulated especially 
for the stress of pregnancy. 


Natalins-PF and Natalins are 
designed for the busy, modern 
woman. Small in size, they're easy 
to take. Just 1 capsule t.i.d. 
provides more than ample 
nutritional support. 


specify 


Natalins-PE 


Mead phosphorus-free prenatal 
vitamin-mineral capsules 


Contain calcium... 
no phosphorus 


or 


Natalins® 


Mead prenatal vitamin-mineral 
capsules 


Contain both calcium 
and phosphorus 


MEAD JOHNSON & COMPANY, EVANSVILLE 21, INDIANA, U.S.A. 


SYMBOL OF SERVICE IN MEDICINE 


MEAD 
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